MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06 6 4 9 
6658 CERTIFICATE OF DEATH EN 


r] 
u |) PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
9. COUNTY iaany 9. STATE b. COUNTY 


Maryland J 
'b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b 
RURAL ond give nearest town} 
Plkton 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


a filled in . won director, 4 


pers. Pages | and 2 should be filed with 


Ast 
hat 


the registrar priar to burial, crematian, or remaval, and in any event within 72 haurs objet d 


NO n 2h 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e@. 15 RESIDENCE 
OR INSTITUTION / ONA nee 
nion f yes [] NO 
3. NAME CF First Middle Lost 4, DATE Month Ooy Yeor 
DECEASED | ie = OF sf ~ ¢ 
rower inn!/ [300 Baviet{ Gisie May Barnett) peaTH rs 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE [In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
A lost bithdoy) | Months 
Female white WIDOWED bivorcep [} 2-24-1891 68 yn. 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


U 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond (ch-] ONSET AND DEATH 


“. % 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


IOTK DUE TO 


{ 
Conditions, if any, which () \ 
gove rise to immediote _ 


cotse (0), stoting the under. ( OVE TO 
(c). 


€ Housewife Maryland USA 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

oO : 

4 ‘ Samuel Diliman Corvilla Scarborough 

ra 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 

& {Yen 90. oF unknown) {iE yer. give wor or dates of service) 

5 no | none Charles H.Barnett Elkton Rd Maryland 
8 

a 

« 

$ 

e 


tificate has been signed by the attending physician and camp: 


OR ATTENDING PHYSICIAN: Tie law requires thot the death certificote be executed within 24 hours after death: Page 4 


3 
a 
ie o5e 
ig 8 3 Past Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. pa Nea 
> = = 
£us < yes[] no] 
aod v 
oo © 200. ACCIDENT WAS UNDERLYING []__| 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
” & OR CONTRISUTING 1] CAUSE OF DEATH 
$ £ © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Store) 
¢ 5 Le While. Not while foctory, street, office bidg., etc.) | 
—: = Pom. 19 Jot work [J ot work [7] ! 
Sy F 7 z = 
is 21. | certify that | attended the deceosed from, 20 Seseeiteg-----+ 9.0 "9. he wre .. 199 Y that 1 last saw the deceased 
<2 i a . ‘ 
ee 3 alive on__ See esl Oe RAL. fand that death accurred al shes pM, fram the causes and on the date stated abave. 
325 —- \ Vv r ‘ADDRESS (Street, city or town, state) DATE SIGNED 
2 { 
a ACTUAL 4 | \ : 
® SIGNATURI ESSN Ae _MO. ee) ON RI chek eR oo Al veh, Bee 
uaa 1} Jevscuws Milfdzd H.Sprechér 
mess NAME (Type) | ; ~ 
Row om -s 
wie 2c. NANE OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Store) 
0,52 teed Me : 
epee "> €thodist Eklton Rural Cecil Co ‘ 
be iS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Yea oss. cate JUN 1 5 59 Chinn Pica 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06650 
6672 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


— 


$205 en 2 Reg. Dist. No. 

23 .e ( an PLACE OF DEATH 2. USUAL RESIDENCE (Where decoosed lived, If institution: Residence before admission) 

2 oF Cn °. STAY b. COUNTY, 

cen me Cecil MARYLAND arvyland cik . 

= & 2 b. cmy Or nee corporate limits, write RURAL c. LENGTH OF STAY iN tb «. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

ge 3B RL 9 S 10 Rising Sun 

os sing Sun 3 : 

og: d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitol, give street oddress) d. STREET ADDRESS . 1S RESIDENCE 

2 8 x ib ON A FARM? 

sesh } yes] NO bg 

ood 3. NAME OF First Middle 

5p OUS “DECEASED 

Pe hp (Type or print) eco) 

pe 2 ere 6. COLOR OR RACE |7- MARRIED $B] NEVER MARRIED [-]} 8. DATE OF BIRTH 

ae W winoweo] —ovorcto] | Sm@egiBB9 1890 “i 

8a 2 Yoa, USUAL OCCUPATION a ind of work done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 

Base during most of working tile, even if retired) 

¢ , 

2°32 Retimd an Roofing and New York USAe 

Sai > 8 13. FATHER'S NAME V4, MOTHER'S MAIDEN NAME 

ey 3 

2308 No information No information 

~ ee 15, WAS DECEASED EVER IN U: S. ARMED FORCES? T16. SOCIAL SECURITY NO. [17. INFORMANT ‘Addeess 

aa oo 1Yes, no, ean 1H yet, give wor or dates of service} 

om 1 2091 | Mra. Jacob Re Becker, Rising Sun, Md 
2 ve 18. CAUSE OF DEATH [Enter only one cause per line for (0}, (b), ond (c).) INTERVAL BETWEEN 

Bens PART J. DEATH WAS CAUSED BY: . gee 

ee ‘ IMMEDIATE CAUSE (o) __ Fractured neck and punctured eft: upper lobe of 

8 oe Vv aye DUE TO 

giss Conditions, if ony, which eo Lunge 
oo gove rise fo immediote coure 

2 55 {0}, stoting the underlying( OVE TO 

Lee couretost. = te) 

2 a 2 FJ 3 PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa)|19.. bid OER 
= 6 —— RMED? 
53 2 YES a. NO) 
a“ uv 

cSbe = |20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INI injury fi i 

SEBe & |200. . JURY OCCURRED. (Enter nature of injury in Part 1 or Port ll of item 18.) 

Sag PRIMARYedel or CONTRIBUTING ‘ 

ZyER & [cause OPbear. Fell out of window onto bath tub 

= - 

2@ 2 S | 20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED ]20e. PLACE OF inyURy (Home, Eat 120F. (City or town) (County) {Stote) 

Sa: y 15 : al ae fectory, siveet; office bidg.. ete 

2” D1) ee i ee a ‘Rising Sun e ‘ 

a a . . . 
<2 & 21, I certify that | took charge of the remains described above, held an Autopsy a Inspection $¢], Inquiry $g], and find that 

Sees death resulted from: Natural causes [[], Accident $f], Suicide [7], Homicide [[], Undetermined cause [1] 

< oUF 

2 ogee 

ty yi SIGNATUR! ip, CHIEF MEDICAL EXAMINER [] arene 

a § 2 = re f ASSISTANT MEDICAL EXAMINER [] 

XAMINER’S 

pee Fy 3 NAME (Type) RC Dodson DEPUTY MEDICAL EXAMINER [BE Cnbo59 

aeies Zio. BURIAL CREMATION, | 2ab. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION [City, town, oF county) (State) 

Bite REMOVAL (Specify) 

e = Bur 6 9 Porters: ARI 0 & (d/e oLors “ d 

23. FUNERAL DIRECTOR'S SIGNATURE "ADDRESS () Zao. REC'D BY REGISTRAR | 240. REGISTRAR'S SIGNATURE 


VS. AISME(5) { a) > , +f 
Sint KoAhK MR. ood otter, Del |oaeJUN 10°59 | Attar J. 


in 24 haurs ofter death. Page 4 


Then please remave carban papers. 
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a< TO HOSPITAL 


in ol 


Poges 1 and 2 shauld 


udéral ditectar, 
G | 


72-hours after death. 


tificate hos been signed by the attending physician and comp 


tending physician. 


os 


ruse as the burial-transit permit. 


‘OR: After t 
‘éetached fa 


ined by the hospito! 


Ls 


the registrar priar to burial, cremation, ar removal, and in any event withi 


may be retoii 
TO FUNERAL CD: 
page 3 shoul 


gs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6G 
6673 CERTIFICATE OF DEATH N0654 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
a. COUNTY STATE 


5 a. - b. COUNTY . 
Cecil a Maryland Cecil 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) : : : 
Chesapeake Cit Life X__ Chesapeake City 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. tS RESIDENCE 
OR INSTITUTION ON A FARM? 


yes} NO @ 


3. [ekualers First i Yeor 
(Type or print) Frank Bennett 19 59 
5. SEX 6. COLOR OR RACE 7. MARRIED [SL NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS, 


fost birthdoy) 
Male wow] ovorceo |February 1+, 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
duringuegs! of working life, even if retired) 


arm Work Farmer Chesapeake City, Ma yer © 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Charles H. Bennett Rachael Buckworth 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NG, | 17. INFORMANT Address 
tore ‘or unknown) (OF yes. Ging wor dates of service) 3 , 
To tio 184-22-1 Alice R. Bennett Chesapeake City, Md 


18, CAUSE OF DEATH [Enter only one couse perdine for (0), (b). ond (c)- INTERVAL BETWEEN 
Tener on Se ee es ONSEJ AND DEATH 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


7 / DUE TO 
Conditions, if any, which i 
gove rite to immediote 

cote (0), stoting the under. { OVETO 
lying cause lost. (©). 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}[19. PRrOReDE 


yes (1) No LY 
70a. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
a 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. m, While Not white factory, street, office bldg., etc.) ! 
p.m. 1? Jat work [7] of work] ' 


21. | certify that | attended the deceas from Yo22 te 2h we ., to 4 24 wer IA that | last saw the deceased 
alive an_. per ae 1 -;-. and that death accurred at__ 4/7 4s, fram the causes“end an the date stated abave. 


“AODRESS (Siree!, city oF Lown, stote) DATE SIGNED 
ACTUAL a sous 

SIGNATUR MD. _Chis+ Make eh, LA Lfatey 
PHYSICIAN'S — ? A, {) 

NAME (Tyee) Pl LA KY | f 


“Sach, eadibeiedea GaP 
MOVAL i s 
Beret -2-1959 tbethel Cemete Nr, Chesapeake Cit 
23, FUNERAL DIRECTOR'S SIGNATURE iz “ 24g. REC'D BY REGISTRAR ‘Zdb. REGISTRAR'S SIGNATURE 


Pippin Funeral Home /¢{/.. a 5 ‘59 Onthua £ 


MEDICAL CERTIFICATION 


oad 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ug 6 5 2 
6674 CERTIFICATE OF DEATH iki 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
9. COUNTY Cecil Maayaate o. STATE 1g . BCOUNTY Oo a5 7, 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢, CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
qi RURAL ond Me earest "peal t if ay: F : 
nesapeake City Life A Chesaneake City 


d. NAME OF HOSPITAL (If not in hospitol. give street oddress) d. STREET ADDRESS ©. 1S RESIDENCE 
OR INSTITUTION / pS ON A FARM? 
George St, ves (]_No 
af 


unerol director, 


George St. 
3. Setar 4 First Middle Lost 4. are Month Day fear 
(Type or print) WILLIAM Le BORGER Dead June 24 19 59 
5. SEX 6. COLOR OR RACE |7. MARRIED [SENEVER MARRIED [] | 8. DATE OF BIRTH 9. (Sia iF UNDER iat If UNDER 2A US 
M. Wh. _|wiowen—] —ovorceo} |Mar, 1 18 2 yn. 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
. during most of working life, even if retired) 

Store-keéper Sales Maryland U.S.A 

13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Michael Borger Catherine Schrope 

1$. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes no. or unknown) (IF yen. give wor or dates of service} as iy :, > F. 

No 19-34-46 57 |\Mrs. Annie M, Borger Ches. Cit fd 


V8. CAUSE OF DEATH [Enter only one couse per lire for (9), (b). ond (c}-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: “Wir ONSET AND DEATH 
IMMEDIATE CAUSE (o} 


DUE TO. 


in 24 haurs ofter death: Page 4 
Pages 1 ond 2 should be filed with 


a filled in by! 


th. 


Then please remove corbon papers. 


La 
Conditions, if ony, which (b} 
gave rise to immediate ata 


co¥se (a), stating the under: 
lying couse lost. fe) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19. WAS AUTOPSY 
0 . = PERFORMED? 
Vilim puts ves} NOE} 
200. ACCIDENT WAS UNDERLYING [J] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 1l of item 1B.) 
‘OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
Hour o. m. While. Not while foctory, street, office bldg., etc.) 5 
p.m. 19 fot work [J of work [] ; 


a's rs 
21. 1 certi ms Pit2 a 3--, 1A /that | last saw the deceased 
alive on__. . oan! Of, fram the causes/and an the date stated above, 


ADDRESS (Street, city or town, stote) DATE SIGNEI 
erent Sa MO NR Pe a oe 
Ze. alee goa 2%. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar county) (State) 
Barats” ltune 5,1959| St. Augustine St. Augustine, Md. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
¥SA15.0 ippin Funeral Home Dt ft S20. Elkton, Mabou gyn g so . 


tificate has been signed by the ottending physicion ond camp! 


ttending physician. 
use as the burial-transit permit. 


MEDICAL CERTIFICATION, 


‘OR: After th 
‘oetoched far 


RAL D' 
the registrar prior to buriol, crematicn, or removal, and in ony event within 72 hours off; 


may be retained by the hospital, 


et 
page 3 shoul 
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TO FUN 


1 


esate (oi 9 DEPARTMENT OF HEALTH—BALTIMORE, 18 06653 
— em n -]4- e 
. 6659 CERTIFICATE OF DEATH 


= ae Reg. Dist. No. 
® gap 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
2 23 : fe MARYLAND 9. STATE b. COUNTY 
. Re 0 eci Md = 
= Beg b. CITY OR TOWN (If outiide corporate limits, write [¢. LENGTH OF STAYIN Tb || _«. CITY OR TOWN (If outside corporate limits, write RURAL ond give neared! town} 
Bs RURAL ond give neorest tawn) : 
2 3S Elkton x Ce on 
S f 2 d. NAME OF HOSPITAL (IF not in hospitol, give street oddi b . 1S RESIDEN' 
a ES OR INSTITUTION (IF not in hospi give street oddress) d. STREET ADDRESS e. Bina peed 
i“ 
is nion Hosnita ves []_ NOR) 
ms 
£6 3. NAME OF First Middl Lost ‘4. DATE M 
a6 DECEASED : sip . oF ene 30 ens 
23 {Type or print) Columbia Boyer DEATH ? 1929 
ce % Ce 4a 
oO 6. COLOR OR RACE | 7. . 9. AGE (I IF UNDER 1 YEAR) IF UNDER 24 HRS. 
* OR OR RAC! MARRIED [7] NEVER MARRIED [] | 8. OM ARABST tiny CERES 
Colored |wivoweo fe — oworceoQ] | No family left 7VoApyep 


10a. USUAL OCCUPATION (Give kind of work dane| 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote of foreign country) 
during most of working life, even if retired) 
own home 


Housework 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
at 
U_ known Unknown 


I #15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
Yes. no. oF unknown) {IE yes, give wor oF dates of rervice) 
Nellie Washington Cecilton Md, 


16, CAUSE OF DEATH [Enter only ane couse per Fine for (0), (b). ond (c)-] 


PART |. DEATH WAS CAUSED BY: a 1 aR 1 
nes Ause ey, Cerebro-vascula accident 


12, CITIZEN OF WHAT COUNTRY? 


USA 


( 


INTERVAL BETWEEN 
pert AND DEATH 
cnowyn 


Then please remave carban popers. 


quires that the death certificate be executed within 24 hours 


rtificate has been signed by the attending physician and camp! 


2 
8 
7 
5 
a) 
é 
Sf 
2 
= 
nw 
€ 
£ 
: 
ie 
4 DUE TO 
a2 itians, if ony, which ) 
Eo gove rise ta immediate 
ee couse (9), stating the ynder. ( DUE TO 
Se tsP lying couse lost. ( 
z 5 = r Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |] 19. WAS AUTOPSY 
A ES fe] PERFORMED? 
a) : = ‘@ ‘ 
2238s s Heat exhaustion. ves Not] 
3 re) 
Fotss E 200. ACCIDENT WAS UNDERLYING C]__|20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | ar Port WW af item 1B.) 
z pied © | OR CONTRIBUTING C1 CAUSE OF DEATH 
Zeeves © | (VE EITHER, NOTIFY MEDICAL EXAMINER) 
< £° v 
2 8§ & ]#0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) (Stote) 
= 80 a Hour oo. n. While Rot elite: foctary, street, affice bldg., etc.) 1 
a “a8 = p.m. 19 [ot work [J ot work J ' 
ea,25 ; June i] 
Z3255 21. | certify that | attended the deceased fram__¢tiS _ =. be, to_30_June_59., 19.__...that | last saw the deceased 
an ed ., y 
Zee 35 alive on__gune 30 ~ Teas, ond that death occurred at9:1.5n_M, fram the causes and on the date stated abave. 
F263 4 DATE SIGNED 
<a = ACTUAL als 
& 2 5 SIGNAT MOD. .. 4.5. Jey 9 
37a 
25535 PHYSICIAN'S 9 97. emetas 
£2228 NAME (Typey A Llace Obenshain i .D. —— 
z = ee 
2 3§ 2 7e. BURIAL CREMATION, ‘Zb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, tawn, or county) (State) 
= peg? port at™ July 4,59 Cecilton Cemetery Cecilton Nd. 
ae 23,-FUNERAL DIRECTOR'S SIG! E / 3 , e 7 | Q4o. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Als (4) é 2 
Yes) 22d Atbta bh istales MMe DAT 7 '59 Dnthng fhe) 


hin 24 hours 
filled in by 


¥ 


‘i 


es that the death certificate be executed. 
icate has been signed by the attending physician ond comp 


ir 


g physicion. 


PHYSICIAN: The low requ! 
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R: After t 
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Then please remove carbon papers. 


‘detached for use os the burial-transit permit. 
the registrar prior ta burial, cremation. ar removal, and in any event within 72 hours ofter death. 


VS A1S (4) 
15M 9/55 


tart 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 6604 


eke: Reg. Dist. No. 
1 pe ld 2. eta ia {Where deceased lived. If institution: Residence before admission) 
e. e. b. COUNTY 
Cecil ee Maryland Cecil 


b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
mn) 


RURAL ond give nearest town! 


North East Lif etime A North East 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) |. STREET ADDRESS @ IS PEN 
OR INSTITUTION f ON A FARM’ 
Yes [] NO a 
3. NAME OF First Middl lost 4, DATE Month Do Y = 
. Fit idle r i on a ear 
pee ery William Thomas Boyer SEATH 6 WwW ,,59 
5. SEX 6. COLOR OR RACE |7. MARRIED oO NEVER MARRIED. oO B. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF aa 24 HRS, 
p eopaen Min, 
Male White wioowed [] pivorceD %] 2=28=1877 is 
vanes USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life. even if retired) 
Laborer General Maryland USA | 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Samuel Boyer Mary Louise Biddle 
i. was, BE i) Lg gy. U.S. gs — 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
ai no acetnaen) a” flizen ee wor Sedat at serie) 
AG 214-24-7693 Bisie V.Reed Blkton Rd Maryland 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c)-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: a rs \ ;, 
IMMEDIATE Cause fo (@ ARDO-VASCULAR: FAILURE puyeneliy 
/ ix DUE TO 
Conditions, it ony, which A UREMIA 2 DAYS 
gove rise to immediote 


DUE TO 


ene of Gan RACH (coren) YEARS 


Past tl. OTHER SIGNIFICANT core ulcss CONTRIBUTING TO DEATH | IG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. aes Bence 
GENERALIZED ARTERI oscLerosis SARTERICS CLEROTICCARDICVAIC, DIS. SO) NO 
200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Ul of item 18.) 


OR CONTRIBUTING (1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Ooy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, 4 20f, (City or town) {County) {Stote) 
Hour 0. m. While Not while factory, street, office bldg., etc.) 
pm. 19 lot work [1] at work [J H 


21. I certify thot | attended the deceosed from MARCH "7.1957, to slUNE_LL., 1927.thot | lost sow the deceosed 


MEDICAL CERTIFICATION 


olive fer gs aa “8 ref a and that death occurred ot t.29 ALM, from the couses and on the dote stoted above. 
ADDRESS (Street, city ar fawn, stole) DATE SIGNED 
SIGNATURE. Ass i 5 A DB. . . f F 
PHYSICIAN'S © $ i< 
Namettyes)  LUi S “2 VZA 
720. BURIAL, ERATOR 7b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, of county) (Stote) 
rep Fag” Mier 579959 959 Methodis North pa a eee 
ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATUR 
Bast, Maryland cate JUN 1 6 '59 ore 2 oa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 6 6 5 rc 
667 CERTIFICATE OF DEATH single 


1. PLACE eee 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
oe Cees: marviano || STATED ct tet of Coltibiy’ 


b. CITY OR TOWN {IF autside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
RURAL and $e nearest tawn) 


Perry Point, 9 days Washington “7x 
d. NAME OF HOSPITAL {If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION ON A FARM; 


Veterans Administration Hospital 912 I Street, N.W, ves] NO 


3. NAME OF First Middl: Lost 4. DATE 
DECEASED i oe ! pA Manth Dey 


Year 
fypeee ein) Livingston (NMI) Burgess DEATH 6 LO 19:99 


6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 


jiggt birthday) ; 
Male White wioowep [] DIVORCED 6-13-92 GIF Denes [Mentha] “Days: [Hove | Min 


10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Mechanic Automobile Charles Co., Md. U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Francis Burgess Corn Posey 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


Yes, 10, oF unknown} | UF yes, give wor oF dates of service) 


Yes WT Not ascertainable Hosp. Records, VAH, Perry Point, Md. 
18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), ond (c).] INTERVAL BETWEEN 


2 : ONSET, AND D; 
PART |. DEATH AS CAUSED BY: Bulmonary embolism, massive Within 30min. 


. DUE TO 
Canditians, if any, which w Thrombosis of left femoral vein 
gove rise ta immediate 
cause (a), stating the under. ( OVE TO 


lying cause last. «g Herniorrhaphy left 6-16-59 _ 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(a)}| 19, pds old A 


Arteriosclerosis generalized severe vesK) not] 


20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part II af item 18.) 
OR CONTRISUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


= 


‘ea 


Shin: 24 haure e Pager’ 


tificate has been signed by the attending physician and camplerely filled in by the funeral directar, 
Pages ? and 2 shauld be filed wi 


carbon papers. 
after death. 


Then please rgp 


IAN: The law requires that the death certificate be executed 


tending physician. 


ic! 


[20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Hame, farm, | 20F. (City ar tawn) (Caunty) Gtate) 
Haur a. m. While __ Nat while factary, street, affice bldg., etc.) | 
p.m. 19 fat work (J at wark = [[] Hl 

21. 1 certify that Yattended the deceased fram 


, and that death accurred at_&:QOAM, fram the causes and an the date stated abave. 
ADDRESS (Street, city ar tawn, stote) DATE SIGNED 


|) 
De fa 


TOR: After thi 
MEDICAL CERTIFICATION: 


for use as the burial-transit permit. 


the haspito 


ACTUAL 
SIGNATURE 


PHYSICIAN'S 


NAME (Type) J. Ie .._Glinical Pathologiat. 
Za. SURIAL, CREMATION, | 22b. ee so. TIKIAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, tawn, ar caunty) (State) 


Removal” | 6 Arlington National Ft, Myers, Vas 


23. FUNERAL DIRECTOR'S. SIGNATURE ‘ ADDRESS 24a. REC'D BY REGISTRAR 2db. REGISTRAR'S SIGNATURE 
*Pennington,& Son, Havre de Grace, Md. pare 59 Cnttun § Tiara 


=, 
=. 
z 
= 
$ 
H 
3 
>» 
2 
oO 
ne 
2 
g 
8 
fh 
8 
3 
‘3 
s 
5 
Ss 
& 
8 
4 
£ 
5 
2 
5 
aD 
2 
& 
& 
8 
‘D 
2 
° 
eo 


page 3 shauld be detach 


may be retain 
TO FUNERAL DI 


TO HOSPITAL 4 ATTENDING P! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6660 CERTIFICATE OF DEATH 


6656 


Reg. Dist. No. 


al 


+ os im, 
8 2F 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission| 
o 8 o. COUNTY ©. STATI : b. COUNTY 
ev 4 i 4 ul 
abe Cecil MARYLAND Delaware Kent 
2 tis b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest fown) 
8 oa AURA live neorest town) " 
2&0 Bikvon 5 Days Kenton “eG xX 
2 > Ko 2 
< 2 J d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS vs fe. 1S RESIDENCE 
ry * / OR INSTITUTION - : None ON A FARM? 
oS Memorial ves (} No Of 
2 £5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
eee DECEASED OF ” 
Gatsd (Type or print) ny te Q : S ¢ ‘aha DEATH ba 0 X 
ay 5. SEX, 6. COLOR OR RACE |7. MARRIEDL] NEVER MARRIED (-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 EAR] IF UNDER 24 HRS 


* 


Min. 


ost birthday) 
Eee 


White — lwoweo Oo pwvorceo C} | 6/9/1883 


& G3 10a. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 es Hee most of working life, even if retired) ‘ 
zed ousewite None Delaware U.S.A. 
i 8 ms 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
¥ Andrew Jackson Frances Ann Cahall 

1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

(Yes, "01 unknown) IIf yes, give wor or dates of service} a ¥ tn 

No None Fred Cahall_ Kenton, Delaware 


18, CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (c}-] INTERVAL BETWEEN, 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


DUE TO 


Then please 


the registrar priar to burial, cremation, or removal, and in ony event within 


Condilions, if any, which (b) 
goye tise to immediote 
cose (0), stoting the ynder- 
couse lost. {c) 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}| 19. Tere, AUTOPSY 


FORMED? 
ves[J] not] 
200. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(If EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (tote) 
Heer torn! While Rotarhite factory, street, office bldg., etc.) # 
p.m. 19 fot work (J of work [CJ 1 


21. | certify that ( attended the deceased fram=pyy ah, LN: a to_ »:G., 19.)G, that | tast saw the deceased 


alive ond = ™ od, See ey 19_.9¢ .. and that death occurred at. |_M, from the causes and an the date stated abave. 
\ ODRESS (Street, city oF town, stote} DATE SIGNED 


SEA ak DIY € Lo S49 Ss |, MO. a ee (Soak YD an Pac VENT 


The law requires thot the death certificote be executed wi 


jal of attending physician. 


OR: After t! 


moy be retoined by the hospit 
Pe i 


icote hos been signed by the ottending pb 
s the burial-transit permit. 


MEDICAL CERTIFICATION: 


Jetoched far 


© HOSPITAL OR ATTENDING PHYSICIAN 


4 3 t PHYSICIAN'S 
se NAME (Type) Ee Oe eee 
Z° 220. BURIAL, CREMATION, | 22p ‘Zc, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) Stote) 
ae, REMOVAL (Specify) 5 m gy MT. ! 
25 pieMoy 4/90/50 Templeville Templeville, Maryland 
oP i = DIRECTOR'S SIGNATURE _ iy ADDRESS 2ha, REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
V5 AI5 (a 7 Bt, J ALC std 6. Td. ~ | oate 29'59 Onttut & Kiaaa 


a 


juneral directar, 


filled in x 
es 1 and 2 shauld be'filed-with 


‘ag: 


df 


tificate has been signed by the attending physicion and camp} 


fas the burial-transit permit. 


[| 


ertificate be executed within 24 hours qfter death: Page 4 


Then please remove corbon papers. 


‘OR: After 1 


by the hospital ge attending physician. 
detached far 


the registrar prior ta burial, crematian, ar removal, and in ony event within 72 haurs after death. 


may be retain 
poge 3 shauld’ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death c: 
TO FUNERAL D 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 6652 


Reg. Dist. No. 


2 gree cite ue ay Nappa bikie {Where deceased lived. If institution: Residence before admission) a 
a. * a. b. > 
Cecil MARYLAND Md. ae Cee 
'b. CITY OR TOWN {If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If autside carporole limits, write RURAL and give neorest town) 
RURAL ond give nearest town) 7 . 54 
Chesapeake City Life X Chésapeake Cit 
d. NAME OF HOSPITAL {IF not in haspital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION i 7; ON A FARM? 
Chesapeake Cit : yes [] No £7] 
3 ere Be First Middle lost 4. pe Manth Day Yeor 
{Type or print) ROLAND A. COOLING om June giles 1 59 
5, SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
* 2 Hl wie last biethdoy) Min, 
Male White wioowenf] —_ovorceo } | Nove 23,1906 yes. 
10a USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, if retired) 
7.8. Gove. C. and D. Canal Maryland U.S.A. 
V3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles W. Cooling Mary E. Arrants 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, 0, oF unknown) {I yes, give wor or dotes of service) ee a - © 
besa Nate's aan aR Gertrude H. Cooling Chesaneake Cit 


18. CAUSE OF DEATH [Enter anly one cause per line for (0). (b). and (c).] INTERVAL BETWEEN 


: ONSET AND DEATH 
PART I EAT MEDIATE CAUSE (0 Acute coronary occlusion none 


v7 af DuE To 


Conditions, if any, which 
gave rite ta immediate 
couse (a), stoting the under. { OUE TO 


Arteriosclerotic corona ry artery disease 
with angina pectoris 


jying cause last. {c). 
Past i, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H(a)|19. eem 
yes] No 


20a, ACCIDENT Re rater a Qa 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part 1 ar Part Ii of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year ] 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Store 
Hour 0. 1. While __ Not while factory. street, affice bldg., etc.) | 
p.m. 19 Jat wark [J ot work [7] i 
J 


Zz 
Q 
3 
& 
& 
Fr 
ie) 
9 
a 
wd 
r=} 
2 
= 


21. 1 certify that | attended the deceased from, < + ae 19.29 that | last saw the deceased 


-- W952, ta. 


alive on____June —--- 12, <=___, and that death occurred at__8. ‘M, fram the causes and on the date stated abave. 
F ADDRESS (Street, city or town, state) DATE SIGNED 
Batis wo. ....._255 EB, Main Street ___6/16/59___ 


NAME (ype) HA NDREWS, JR., M.D = = 


| ) S. RA D, 
‘Zc, NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City. town, or county) {State) 
Burial | 6/18/1959 |Bethel Cemeter Nr. Chesapeake City, Md. 


123. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
pateJUN 2 2 '59 Cth S$ Fins 


5 M.D, « 


ui 
Pippin Funeral Homedine d 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i 16 6 5 8 
6667 CERTIFICATE OF DEATH 


7] 
onl 


Reg. Dist. No. 


st 
3 ¥ Mi \ fi. PLACE OF DEATH 2. USUAL L RESIDENCE (Where deceased lived. If institution: Residence before admission) 
© } o. : 9. b. COUNTY 
3 il MARYLAND || Maryland Wecil 
° b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest! town) 
S RURAL and give nearest town) 4 
Elkton Life 2/BLlkton 


d. NAME OF HOSPITAL [if not in hospital, give street oddress) / d. STREET ADDRESS @, 18 RESIDENCE 


ges 1 and 2 snould be fil 


OR INSTITUTION FB ON A FARM? 
a Jnion Hospital Singerly Road yes] no®) 
s 3. NAME OF First Middle tot 4. DATE Month Ooy Yeor 
7 DECEASED * OF 
Ss (Type or print) William M. Corriden beatH = June 12, 1p 59 
gs 5, SEX 6. COLOR OR RACE |7. MARRIEDFS] NEVER MARRIED (-] | 8. DATE OF BIRTH 9. AGE In ieee IF UNDER 24 HRS. 
last bir! Y] Do: in. 
; fale White |woowen  onoren | July 20, 1898 | 60m {| om | torr] 
Wo. USUAL OCCUPATION (Give kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) x “ AN 
DuPont Co. Research Maryland J Sofie 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Prank Corriden Ann@ Coizer 


is WAS Yeo EVERY U.S. ae Mowers 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
singer p anOED CONS : 3 
No a 216-05-3864 Mrs. Grace S. Corriden, Elkton, Md. 


18. CAUSE OF DEATH [Enter only one couse mpi for, (0), ond (c}. 


Then pleose remove carbon popers' 


a 
& 
9 
a 

2 
€ 
6 
< 

2 

a) 
3 
‘S 

£ 
a 
o 

= 

3 
= 
= 
. 
° 

= 
~ 

a 

- 

) 
e 
6 
3 

5 
3 

2 
es 
° 


7] - INTERYAL BETWEEN 
PART 1. DEATH WAS CAUSED By: erebral vascular accident with eoma ON! “ae 
7 IMMEDIATE CAUSE (0} 
\ DUE TO 
eed Conditions, if ony, which 
é : i ae 
— gaye rise to immediate 
&. ca¥se (a), stating the under- ( OVE TO 
= lying couse lost. (. 
8 é Part fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. RCRA 
3 3S yes] No 
3 = 200. ACCIDENT ar niyaeeaie a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part Il of item 16.) 
a & [OR CONTRIBUTING 1] CAUSE OF DEATH 
oe © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
* z 
Vv 
ray 
& 
= 


the registrar prior to buriol, cremotion, or remaval, and in ony event within 72 hours ofter death. 


[20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
Hour a.m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 fat work (1) ot work (] t 
une 


21. | certify that attended the deceased from U EW ha that | last saw the deceased 


tquune 
~ 1227_.,., and that death occurred oe? BD) M, from the 


ie 


‘OR: After th 
detached for 


TO HOSPITAL OR ATTENDING PHYSICIAN: The! low requires thot the death certificote be executed within 24 hours ofter deoth: Poge 4 
moy be retoined by the hospital or ottending physician. 


alive on ee ee causes and an the date stated abave. 
) ADORESS (Street, city or town, state) DATE SIGNED 
& tte Ey, ee 
7 
23 /| [eegeuns  S./Ralph Andrews , Jr., M.D. 
of Buria 6/16/59 Gilpin Manor Memorial Park, Elkton, Md. 
2 


23. FUNERALIDIRECTOR'S "PO % y, ‘eae d a 24a. REC'D BY REGISTRAR 2db. REGISTRAR'S SIGNATURE 
‘ ah 4 fh, c j ‘Lkto fl u. Hoos 
was 4 : ezixtion, Md. pare JUN 22°59] Cather 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06659 
6678 CERTIFICATE OF DEATH Reg. Dist. No. 96 


wwe 
> 3 = 1 PLAGE OF E DEATH 2 baal RESIDENCE (Where deceased lived. If institution: Residence before admission} 
one! 4 ° b. COUNTY YY : 3 
"3d Cecil Gurnee. fh Maryland / : 
= 3 3 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL = give nearest town} 
8 8 RURAL ond give nearest town) 
eo Perry Point 8. 7mo.27days Crisfield L9 
@: 3 i a. NA AME OF HOSPITAL {If nat in hospitol, give street — d. STREET ADDRESS e. ES 
eras, Veterans Administration Hospital bad Biss 
2 = 5 3. BANE: & First Middle lest 4 BATE Month Day Year 
= 3- ; 
es ¢ 3 (Type or print) SHERMAN (mq) DIZE een June 19 
i $. SEX 6. COLOR OR RACE | 7. MARRIED [} NEVER MARRIED o B. DATE OF oRDay and a at binheey) 
ae Male White = |wirowenfg —ivorceo) | 18692 Month unk. 
3 3 a 10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
8 a Sa during most of working life, even if retired) 
E ope Dredger Oyster Maryland USA 
4 ic 8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
sa 
2 Soo 
8 Bee Louis Dize (deceased) Maggie Evans (deceased) 
= oe = 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= a E = (Yes, no, ar unknown} {IF yes, give war or dates of service) 
E per Yes | = ot _availablp Hospital Records, VAH, Perry Point, Md. 
°° is Be 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c}.} INTERVAL BETWEEN 
3 2a : . 
= = PART |. DEATH WAS CAUSED BY: a we ope res ved 
: °¢: PERU Ia Bronchopneumonia right lower lobe, unresol 7 to 10 days 
= 22¢ ' 
a Se > é DUE TO 
A 3 ’ 5 4 
= Bz> Conditions, if ony, which w__Arteriosclerotic Heart Disease, Severe nimowm 
6 RES gove rise to immediate 
=. Sse cause (a), stating the under ( DUE TO 
i sts¥ lying couse lost. ©) 
3 g i. 3S Z Fa Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)| 19. nee la 
BSars 2 a ee 
2E8 8 5 Arteriosclerosis, generalized & cerebral, severe YES NOC] 
ge 3 
= o aa e = 20. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part IW of item 18.) 
Zo5o ive = OR CONTRIBUTING (J) CAUSE OF DEATH 
< Sz £0 © J(IF EITHER, NOTIFY MEDICAL EXAMINER) 
g tes 3 & & J20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20 (City or town) (County) (Stote) 
» g 8 3 Hour a.m. te anew oO Not wile foctory, street, office bldg., etc.) 
Fa og g at ot wor wor 
os. 85 
Boss * 21.1 certify tha attended the deceased from. 19.38, 103) -, \IARAKGAXAARS BATA 
oo<ss Seoooxcxscrccmhnnetenk eck. 30pm th don the date stated ab. 
B2e82 rom e causes and on ie date stated above. 
ELO8o je ADDRESS (Street, city or town, stote) DATE SIGNED 
7 “nee ACTUAL 
y te $Gittine____S ~AHoapitel,Perry Point Md. 6-23-59 
SOD Go : 
a 2 £5 | PHYSICIAN'S 
Zize8 | |_|Roieins __Glinieal Pathologist 
& 3 
6 s 2 rs ? ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or caunty) {State} 
~ a ted 
5 e582 Crisfiela Cris 
ee ADDRESS 24a, REC'D BY REGISTRAR "2b. REGISTRAR’ iS SIGNATURE 
VS AIS (4) 1 
15M 9/58 & Son, Havre de oategUN 3 0 '59 Cntlua £ Kia 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 AGEN 
6679 CERTIFICATE OF DEATH sey earned 


Se 
iy 3 z if PLACE OF 6 DEATH 2 es (Where deceased lived. if institution: Residence before admission} 
‘ 2 o 4 o. b. COUNTY 
Ep Cecil MABGONO Maryland Worcester 
= 3 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) v 
8 S RURAL ond give nearest town) z 
2 By ) 
WES erry Point Tyrs5mos2hdaays Pocomoke City tS Lien 
2: 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
= et (a) 7 a OR INSTITUTION ON A FARM? 
5 ay 604 Market yes [] No Gt 
2 = 3. NAME OF First Middle Lost 4. DATE Month Do: Year 
Y 
ej ei - bo spall i 2 OF 
© Es Wiley ESTHER E, DRYDEN DEATH June L 1959 
x= 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED KY 8. DATE OF BIRTH 9. Acatinisan FUNDER YEAR| IF UNDER 24 HRS. 
s jonths | Doys 
¥ woowot vor) | Petober 21, 1876 | 82. ™: é 


10a. USUAL OCCUPATION (Give kind of work done| 
during most of working life, even if retired) 


0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE a5 ‘or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


_Nurse Registered Maryland USA 
13. PRPET SIMA M- 14. MOTHER'S MAIDEN NAME 
WBLIN DRYDEN LYDIA CANNON 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. TAL SECURITY NO. INFORMANT Address 
(Yes, no, or unknown) (Wf you, give wor ar dates of service} 
Yes | wet Unknown. Hospital Records, VA Hospital, Perry Point, Mi. 
1B. CAUSE OF DEATH [Enter only one cause per line for (0). (b). ond (<).] INTERVAL BETWEEN 
PART |. DEATI 
TI. DEATH MEDIATE Cause fo. RBroncho-pneumonia bilateral ,unresolved 


H.20.0 DUE TO 


Then please remove carbop-pep 


, crematian, ar removal, and in any event within 72 haurs after 


Conditions, If ony, which w_Arteriosclerotic Heart Disease Unknown 
gove rise to immediote 
couse (0), stoting the under, ( OUE TO 
g lying couse lost. ie) 
2 " ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Ifo} / 19, pee Ae 
= ae CONTRIBUTING TO DEATH 
= “|/<| arteriosclerosis, generalized, severe. ves OK No O] 
o = |200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.} 
5 & | OR CONTRIBUTING [] CAUSE OF DEATH 
§ U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
x & |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
A 5 dsenre e. Ci aa. Bee Ses te fociory, street, office bidg., etc.) | 
= p.m. jot work [7] ot work H 


21. | certify that attended the deceased fram December 21, 19.51 to June_13,___., 19. 5$raqnepesmnedeceated 


GHYE BE QONSOOOIOC OOS OS IDOE and that death occurred at_334,0Pu, fram the causes and on the date stated abave. 


‘OR: After th Wrtificate has been signed by the attending physician ond compl 


TENDING PHYSICIAN: The law requires that the death certificate be executed 


the hospito 


page 3 shauld be detoched far use as the burial-transit permit. 


Ae) B ADDRESS (Street, city or town, stote} DATE SIGNED 

Oe: Situs wo. VA Hospital, Perry Point,lid, 6-Lb-59 
say e 

Zsg28 / NEM ya me ie SOMO eee a Tet ee 

a8 Fa ? Zo. BURIAL, CREMATION, | 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) a) 

ESR es REMOVAL. | be ST. MARY'S EPISCOPAL |POCOMOKE CITY, MARYLAN 

2 2 % TOR; a“ 27 ADDRESS. do. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 

13M 9/8. NE eck HONE, Pocomoke City, Maryland |pandUN 1 9 '59 Onthia § Kian 


a_i 


‘unercl director, 


& 


es 1 and 2 should be filed with 


led in by’ 


a 


Then please remove carbon po; 


ronsit permit. 


ras the buri 
the registrar prior ta buriol, crematian, or removol, and in ony event within 72 hours ofter dea 


cttending physicion. 


‘OR: After th 
detoched for «: 


may be ao by the hospitol 


TO FUNERAL D’ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter deoth: Page 4 
page 3 shoul 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6662 CERTIFICATE OF DEATH N6661 


Reg. Dist. No. 
1. PLACE hie 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
ae ecil maryiano || ° STATE My b. couNTY Cecil 
b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) 
kton q Cecilton 
d. NAME OF HOSPITAL (If not in hospital. give street address) d. STREET ADDRESS @. 1S RESIDENCE 
‘OR INSTITUTION ON A FARM: 
Union Hospital ves) NOR 
3. NAME OF First Middie lost 4. DATE Month Oay Year 
DECEASED OF 
(Type or print) Gilbert Edwards DEATH June 28 9 99 
5, SEX 6. COLOR OR RACE |7. MARRIED [[} NEVER MARRIED [[] | 8. OATE OF BIRTH 9. AGE (In years {IF UNDER 1 YEAR! IF ae 
Ma R lost birthdoy) 7 Months] Days | Hours] Min. 
le Colored |winowen gy pvorceo(} | Jane2$,1887 JZ ys. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 
Labor General Labor Earleville Md. U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Gilbert Edwards Sr. Elizabeth Wilson 


a WAS aes rete U. S. ARMED pes 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
pores eS 
no 155-09-0300 ip Edwards 40 Pershing Ave.Cartert,N,J- 


18. CAUSE OF DEATH [Enter only one couse per ue for (a). (b). ond (c).] reer al ee. 
NI 


PART |. DEATH WAS CAUSED B’ pal 
IMMEDIATE CaS e' 


DUE TO 


Conditions, if any, which (o) 
gove rite ta immediote 


cause (a), stating the under ( OVE TO 
lying cause tost. ey 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) ] 29. ame) dig SY 
Ape pera eFeS bre Ilr fu hepato - lie 2 ves] NoG— 


200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Entef noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATI 
(IF EITHER, NOTIFY MEDICAL EXAMINER). 


20c. TIME OF INJURY Month, Day, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (Stote) 
Hour a. p. While Not white factory, street, office bldg.. etc.) | 
p.m. 19 lot work [] ot work [J] i 


at ee that | bic the Eee t, Besmoe at a We to__- ales iV Zthat | last saw the decease! 
alive on____stidve, 2 3 bas , and that death accurred ot / pee: ====-.M, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, state) DATE SIGNED. 
allan tn» ©. fella oe Lleele. hae 


PHY; NAME (tyos} Ya i 


Zio, a ae N22. DA DATE THEREOF THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
6 
evar” | July2,59 Cecilton Cemetery Cecilton Md, 
WZEFz Vie 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
SH Lf fOr FLG7_\oxe 4, DATE jj '59 Cttun £ Kine 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 7 
§663 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 06662 


ood 


g3 § Reg. Dist. No. 
se ae 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
cages Coke =, ©. ST, b. COUNTY 
a. ( M Cecil MARYLAND laryland Cecil 
Be,3 b. CITY OR TOWN i! ounie corporote limite, write RURAL ¢. LENGTH OF STAY IN Ib {| c, CITY OR TOWN (If outide corporote limits, write RURAL ond give neorest town) 
See's ‘ond give nearest tewn) 
5 —Deehe Elk Mills 
. |, give street address) #1, STREET ADDRESS , IS RESIDENCE 
2 SS G g ON A FARM? 
neck. « © " yes [1] NO. 
oUr. eer eieaa 2 = 
3 ra ‘S 2 3. Ce OF First Middle bast 4. bare Month Doy Yeor 
Peso (Type or print fary Ellen Forester DEATH 6 kw 59 
6 COLOR OR RACE |7- MARRIED [[] NEVER MARRIED ((}| 8. DATE OF BIRTH 9 AGE vayeos  [IEUNDER TYEAR] IF UNDER 24 HRS. 
* re é bi Min. 
“ Ww wivoweD = ivorceo) | Tee B88 Rye. fo ei a % 
o 0a, USUAL OCCUPATION (Give kind of wark done] 10b, KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (Stole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
7 during moat of working lite, even if retired) : 
5 ewlfe Keeping house Johnson Co, Tenn US she 


ae age 
I Scott Head Oma. FORRESTER 
a ik 
(Yes, no, oF unknown), IHF yes, give wor or dates of service) oe ee 
no Dehver Forrester, R.D.# 1, Elkton, Md 


18. CAUSE OF DEATH [Enter only one cavse per line for (a), (b), ond (c}. } ISTEAVAL BETWEEN 


re Pages I, 2, 
h farm PM3. Page 5 may be retain: 


ECTOR: Page s"ould be used as o buricl-transit permit. File pages] ond 2 with 


7 Ie PO UAMEBIATE CAUSE (0) # Accident Conoary Occlusion 
2 DUE To 


Conditions, if any, which fb} 


to immediote couse 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 


oO. 

5 , stoting the underiying( DUE TO 

x} couse lost. (e} 

8 g PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/19. core 

& 3 ves] nog] 

s © [20a, EXTERNAL CAUSE WAS . ; ini item 18. 

F E [05, DCERNAL CAUSE WAS [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Port ar Port Il of item 18) 

E 5 | CAUSE OF DEATH. 
te 

% [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, form, 120F. (Cily or town} (County) (Stote) 
6 Hour 9. m. While Not while foctary, street, office bidg., etc.) 5 
=5 = pm. 1 ot work [} ot work [] H 
£= 21, | certify that | toak charge of the remains described abave, held on Autopsy [7], Inspection Bg], Inquiry BR. and find that 
3,2 death resulted-fram: Natural cau es $e], Accident [1], Suicide Homicide (1. Undetermined cause [7]. 
sv / Oa» sl) Y, 5 
ey p, CHIEF MEDICAL EXAMINER [) tape ae: 3 
3 fi ; ae 
begs Ps ASSISTANT MEDICAL EXAMINER (7) 
5 EXAMINER’ 
22 = 2 rs NAME ia R. Dodson DEPUTY MEDICAL EXAMINER 32] badied9 
2f2 e 720. DURIAL, CREMATION, [228. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Siote) 
4 9 if 
e Burial 6-8-1959 | Elkton Gemeter Elkton Maryland 


PaRRRPALOHECIORS ROME H "ADDRESS Elkt Ma da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS. AISME 4 ai 
a ppoin Funera omef) OA A. Pes on, ome me *58 Onttun £ Hroith 


SM 9/55 4 


1 ) - MARY ND os DEPARTMENT, OF HEALTH—BALTIMORE, 18 


2 5-59 ¢@ 663 
. 6664" " ” “CERTIFICATE OF DEATH ae pees 


15. WAS DECEASED EVER IN U. 5S. ARMED. rons? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yer, no, “tar (If yes, give wor or dates of service) P 
Mrs. Donna Batalis Elkton, Md. 
i y 


1B. CAUSE OF DEATH [Enter only one cove 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o) 


Eek DUE TO 
Conditions, if any, which ) COL RA MA é OUAH 


ove rise to immediote 
cot’se (0}, stoting the under. (| OVE TO 
lying couse lost. ce 


Paar il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. pal ed Gadd 


ves] No fg 
200. ACCIDENT WAS DNR aNG a 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [) CAUSE OF 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
'20c. TIME OF INJURY Month, ie Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20F. {City or town) (County) {Store} 
Hour o.m. While Not vie foctory, street, office bldg., lh ' 
p.m. jot work [[] of work 


21. 1 certify re attended the deceased fram. oe l . 19.2. Ahat | last saw the deceased 


alive an £5 eA Seng and that death accurred at, M, fram the causes and an the date stated abave. 
s DRESS (Street, city or lown, stote} DATE SiGt 


tat >¢ ls CR i Am— o,f, Semi ae 11 
ene lA seher- E/ER4, td 


220. BURIAL, CREMA BURIAL, an ‘ON, | 2b. DATE THEREOF DATE THEREOF Ltd oF AC. OR CREMATORY 22d. LOCATION oie town, or county} (Stote) 
ReNBOY! 6/19/59 Wele 


23. FUNERAL DIRECTOR'S SIGNATURE om! = 24a. = by ERO 206. REGISTRAR'S SIGNATURE 


PIPPIN FUNERAL HOMES) Elkton, Yoag JUN 2259 Cotbun 8. Hana 


INTERVAL BETWEEN 


CARCINewmaA TOSS 


Then please remave carban papers. 


bad . 

3 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

S 8 9. COUNTY 9. STATE * b. COUNTY 

< 33 Cecil MARYLAND Cecil : Md. 

E De B. CITY OR TOWN (If outside corporote limits, write |e, LENGTH OF STAYIN Ib || _c, CITY OR TOWN (If outide corporote limits, write RURAL ond give nearest town) 

3 5 2 RURAL ond give neorest town) iy Ell “t 

to $e Elkton We l kton 

2 Be d. NAME OF HOSPITAL {If not in ree give street oddress) |. STREET ADDRESS e. IS RESIDENCE 
x} « OR INSTITUTION T (a ON A FARM? 
2 as Union Hoapital ves] No Gy 
2 ‘S 5 3. NAME OF rs Middle . tost 4. DATE Month Day Yeor 
meh, . (Type oF print) [e773 J. @ A-oSS | beam é 79 19 - S7 7 
c = 

= mo S. SEX 6. COLOR OR RACE [7. marRiéD[-] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yoors HE UNDER | YEAR IF UNDER 24 

= joy! Mi 
5 t Female | White |wooworg  ovorcory |Nov. 14,1916 | aden. e 
2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
3 

3 doringrpest of waking Wie, even if relied) 

é School Virginia USA | 

3 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

2 Sinnett J. Justice Lilly Belle Justice 

= 

o 

4 

£ 

o 

8 

7. 

2 

= 

3 

é 


e burial-transit permit. 


fificate has been signed by the attending physician and campl 
the registrar priar ta burial, crematian, or removal, and in ony event within 72 hours ofter death. 


is 


gttending physician. 


MEDICAL CERTIFICATION 


@ } 


‘OR: After thy 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires 
‘detached for 


may be ato by the haspital 


TO FUNERAL D! 
page 3 shauld 


in 24 hours a Page 4 
filled in by the funeral director, 


2 
b 
Pe 

3 

3 
s 
“ 
9 

e 

° 

3 

> 

o 
ea 


Then please remave carbon papers. 


n any event within 72 haurs after death. 


IAN: The low requires that the deoth certificote be executed 
‘ate has been signed by the attending physician and complete 


tending physician. 


poge 3 should be detoched for use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 6 66 4 
6680 CERTIFICATE OF DEATH a oacan 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admissior 


a. COUNTY aa ee 
Cecil MARYLAND Maryland Pal timore 
b. CITY OR TOWN {If autside carporate limits, write |. LENGTH OF STAY IN Ib. c. CITY OR TOWN (If outside carparate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) 


erry Point days Baltimore BV o/-u 


d. NAME OF HOSPITAL (if nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
a OR INSTITUTION ON A FARM? 
Veterans Administration Hospital 2703 Baker Street ves] Nog 
First Middle Lost 4. DATE Month Day Year 


beara June 25 19 


tp AGE (In yeors al VL YEAR] IF UNDER 24 HRS. 
lost birthday) |Manths] Doys | Hours in 
I wipowep [] oworceo[] |September 9, 1919 39 os. 
10a. Lk Sedat tolile S a kind Z Selig 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
luring mast af working life, even if retire 
ruck Driver Unknom Maryland USA 
13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
Willian Gross Elizabeth Sisco 


Ne WAS nioon ae U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 
Fa ees a a 
Yes | Ww ospital Reoords, VA Hospital Perry Point, Mi. 


18. CAUSE OF DEATH [Enter anly one cause per line for (0), (b}. and (c)-} INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: 
. DeaTi was caustD av Cancer of the Liver (Hepatom) Approx. 
PS 5; DUE To i 2 mths. 
Canditians, if any, which 


gove rise to immediate 
cavse (0), stating the under. (| DUE TO 
lying cause last. (©) 


FA Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Was AUTORSY 
is 4. ak 

3 ves] now 
= | 200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part {I af item 1B.) 

& | OR CONTRIBUTING LJ CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 

& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City ar tawn) {Caunty) {Stote) 
8 Hour a.m. While. Nat while factary, street, office bldg., etc.) | 

RS p.m. 19 lat work [] ot work \ 


attended the deceased from. May 26.,- -, 19._§9, te June -25,- 19. 5Phabblesiceextreotsancndk 


aff that death occurred at_2$459M from the causes and an the date stated abave. 


ADDRESS (Street, city or town, state) DATE SIGNED 
a wo Te 6-25-59 


22b. DATE T) EREOF e 2c. NAME OF CEMETERY OR CREMATORY 
2/5 A°ASY Baltimore National 


21. | certify that 


ACTUAL 
SIGNATURE 


PHYSICIAN'S, 
NAME (Type: 


‘22a. BURIAL, Tepe 
REMOVAL Y 
7 wemoval 
Ne 

eT 


Baltimore Maryland 


da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


22d. LOCATION (City, tawn, or caunty) (State) 
ADDRESS 


ON 


wl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 6 6 6 5 
4 6681 CERTIFICATE OF DEATH ? 


an Reg. Dist. No. 97 


> : 
& 3 5 es ieee 2. USUAL L RESIDENCE (Where deceased lived. if institution: Residence before admission} 
oe +e °. ' 0S b. COUNTY 
e 5 4 ecil PBR TEAN Massachusetts Plymouth 
me b. CITY OR TOWN (fFoutside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
3 5 RURAL ond give neores! town} > 
0 3s Bainbridge ihr. 50 min. Norwell 8 J 
Ps ne d. NAME OF HOSPITAL (If not in haspitol, give street address) d, STREET ADDRESS @. IS RESIDENCE 
o <n oe OR INSTITUTION: UvsS.N Hosp rat Nog] 
ys o3o ON, OSDP. YES NO 
) a 
g Sy Washington 
2 $6 3. NAME OF Fint Middle lost 4, DATE Month Doy Year 
~ pe Fy bs 
si 3 Gaps iegipen Robert Lester Holland Jr.| OraT# June 10. _—19.' 59 
‘Zz o 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
: last birthday} [Months] Days rm 
Male a) WIDOWED [[] oworctO } | June LO, 1959 yrs. 
«£ io. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. GIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 during most of working tife, even if retired) 
Maryland United States 
13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 


irma_delos Angeles Pina 


1s. AAS Ge EVER IN U. S. ites FORCES? 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yer, no. oF unknown) {It yen, give wor or dates of service] 
No Hospital Record 


18. CAUSE OF DEATH [Enter only one coute per line For (2), (b). ond (c)-] 


PART §, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


INTERVAL BETWEEN. 


PREMATURITY min. 


Then please remave carbon papers. 


DUE TO 
Conditions, if ony, which (by 
goye rise to immediotet pe 1 


co¥se (0), stoting the ynder- 
ying couse lost. {o). 


ransit permit. 
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& e Fa Patt HI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
> Q = 
= < ie O No J] 
a re ° YY 
eens © [20c. ACCIDENT WAS UNDERLYING []_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
Stee & | OR CONTRIBUTING C] CAUSE OF DEATH 
eg25 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Tm: 5 & |20c. TIME OF INJURY Month, zi Yeor ] 20d. INJURY OCCURRED  |20e. PLACE OF INJURY IHame, a 1 20F. (City or town) (County) Grote) 
a ro 8 Hour 0, m. While Not nine foctory, street, office bldg., etc. 
meses = p.m. Jat work [] ot work My 
e.85 
Sa = 21. | certify that | attended the deceased from. 122__, tol 7. ,that | last saw the deceased 
<28 i 5 
ae $5 alive on__1O June ha and that death occurred ot L0.:44PM, fram the causes and on the date stated above. 
£932 ADORESS (Street, city or town, state} DATE SIGNED 
eo 2 
4 ra ACTUAL : ‘i "i 
8 SGNATUR 0, U.S. Nawal_Hospital, Beiobridge, 6/11/59 
Sage Maryland 
12 / PHYSICIAN'S ry, 
safe NAME (low ttl aha th vet ade als ec 
eve Se ee eS 
23 oe. 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, ar county) (Stote} 
=3 $* "REMOVAL (Specify i 
aes By {22 June 1959 West Nottingham Cemete Colora Maryland 
er 


TO HOSPITAL OR ATTENDING PHYSICIAN: aha! law requires that the death certificate be executed 


Peet - we See mores paar s REGISTRAR'S SIGNATURE 
wes Oo) LIRR poe PERRYVILLE, MARYLAND _|oate JUN 15 '59 Cutten § Masa 


ie Page 4 
filled: iaiBy the, fudecol/aameetann me 


in 24 hours 


* 


Poges 1 and 2 should be filed wit 


cote be executed 


Then pleose remave corbon papers. 


the registrar prior to burial, cremotion, ar remavol, and in ony event within 72 ho 
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TENDING P 
the haspitol 
‘O| 
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Sp 


TO FUNERAL Di 
poge 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL ©: 
may be retain: 


< 
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“MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ——{) 6666 
6682 CERTIFICATE OF DEATH Reg, Dist, No.9O 


=) 
wt 


wee eg Ts LAS CRDEAT =F EAL RROENCE (Where deceased sa If institution: Residence before admission) 
Cecil MARYLAND Maryland -counnPrince Georges 
b. CITY OR TOWN (If outside corporote limits, write . LENGTH OF STAY IN tb ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
Berry Point” 23 Years Bowie Vaas 
d. ail (STE es (IF not in hospitol, give street oddress) : d. STREET ADDRESS ag = e ESE e 
“Veterans Administration Hospital None ves NOL] 
3. Bees First Middle lost 4 wa Month Day Yeor 
peGrASED.... BENJAMIN WINFIELD JONES fam 6 21” 59 
S. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED] B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Male White wivowep [] —_—ibivorceo [] hl 11-393 eee ue eae se | 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


a during most of working life, even if retired) 
3 Farmer (Tobacco) Farming (Own) Maryland USA 
% 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
I Charles Jefferson Jones Edith(Duvall ) Jones 
ie NaS att wa Ss. ae oan ca 16. SOCIAL SECURITY NO. INFORMANT Address 
es [ww None Hospital Records, VAH, Perry Point, Md. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond (<).] 


PACU EATEN oy noeeD bv Bronchopneumonia, bilateral 


oueroAspiration of foreign material (Food and Saliva) | 


Conditions, if ony, which ‘s 
see Teams) cuero Paralysid' Agitans (Parkinsonian Syndrome), 


lying couse lost. ()_severe 


INTERVAL BETWEEN 


bani TH 3 


| Unknown 


3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN FART 1(o}]19. WAS AUTOPSY 
2 

i yes) NOM 
= | 200. ACCIDENT WAS UNDERLYING [J __]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

& | oR CONTRIBUTING [1 CAUSE OF DEATH 

& | UF EITHER, NOTIFY MEDICAL EXAMINER) 

& |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town} (County) (Stote} 
5 Hour’ @. m. Wifes Nob white foctory, street, office bldg., etc.) | 

= lot work [] ot work : 


X_____, and that death accurred ot9235aM, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote} DATE SIGNED 


6/21/59 


NAME (tyee)__SeP, LA CERVA, MDs, DIRECTOR; PROFESSIONAL SERVICES 


‘Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote} 
St. Barnabas Cemetery Leeland Md. 


ADDRESS Dao. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Yalleze le vars YUN 3 0 '59 Antu & Fas 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 : 
‘ 6665 CERTIFICATE OF DEATH : 66 


Reg. Dist. No. 


= 


3 is Meee 2. ital lead ld (Where deceased lived. If institution: Residence before odmission) 
id “ °. m a b. COUNTY 

% 7 Cecil Lgthligh Maryland ecil 

3 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporote limits, write RURAL and give neares! town) 

5 RURAL ond give neores! town} 

a Elkton 4 hours North East 


d. NAME OF HOSPITAL (If nat in hospital, give street address) 
‘OR INSTITUTION 


d. STREET ADDRESS 


e. 15 RESIDENCE 
ON A FARM? 


ges 1 ond 2 should be filed with 


a Union yes [] NO 
= 3 een First Middle Lost 4. Se Month Day Year 
zt ee inal Baby Boy Logan DEATH June 29 1959 


8. DATE OF BIRTH 9. AGE (In years 


lost birthday) 


4 


fogs 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED 
I Male white —_|wiooweo[] _—ivorceo [] 


6=29~1959 yes. 
ate 
eE & 100. USUAL OCCUPATION (Give kind af work dane! 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
5 s=— during most of working life, even if retired 
oe ) = Maryland USA 
Ue - és 
5 a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 
1 John P,Logan Dorothy W.Widdekind 
é 8 pe WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a as, no, oF embnowe) (if yes, give wor or dates of vervice) 
of = - John P,Logan North Hast, Maryland 
es 
£8 SE OF ti - z " 
B38 18. CAUSE OF DEATH [Enter only one couse per line far (a),  {B). ond (c}-) ry Suse. gerfatees ARTERY SSR WEE 
2a PART I. DEATH WAS CAUSED BY: . ee Ment : 5 as os , 
cs IMMEDIATE CAUSE (0 Kita Jove ie If, 1 br Serve Bor} 
= DUE TO + ee “eds , 
rs 
ae Conditions, if any, which ra Tree aa O76 pinde Ta rertuc tl. 
ze gave rise to immediate 
£2 cot’se (0), stoting the under- ( CUETO 
ex lying couse lost. to 
as 
8 8 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/ 19. Meeeee f 
wer! 
é $9 vs O no fi] 
oe 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ¥ or Port Il of item 1B.) 
3 OR CONTRIBUTING USE OF DEATH 
te 2 (IF EITHER, NOTIFY MEDICAL EXAMINER) > 


the registrar prior ta burial, crematian, ar removal, and in ony event within 72 hours after deat 


MEDICAL CERTIFICATION. 


20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour a. m. While __ Not while factory, street, office bldg., etc.) } 
p.m. = fot work [J ot work 1 — ‘ = 7“ ==s 


a; | aio that { ena the deceased fram. kG Tene, U4 OS Jick t., 19-5y7,that | last sow the deceased 


_, and that death occurred ees fram the causes and an the date stated abave. 
hie ‘ADDRESS (Street, oy ‘or town, stote) DATE SIGNED 


nae = 
mo. Lf 7a; Pe fer ire 


Se Sy ant eel 


‘OR: After th 
letached far 


v6, 


page 3 shauld’ 


PHYSICIAN'S Hy 4 D)) 


NAME (Type) RS Pe OTe Ce a SGN Al a ee 


Ro. BURIAL, een ‘7b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {State 
pec 3 
“Bu 6-30 No North Bast Cecil Co., Mi 
aan ,) no Weehagy an TADDRESS. 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
4 1 
YEn'yiss" PERG fait TAG mast, Maryjand cae JUL 6 '59 thud S, Ponsa, 


moy be retoined by the haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after deoth: Page 4 


TO FUNERAL DI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U6 66 8 
6683 CERTIFICATE OF DEATH Aumann 


eee 


eee - 
& 3 37 iP AE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& 3% Mi hee Cecil marviand || ° STATE Marv and b. COUNTY vy, 
Gq = = 
£ ar) © b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
+ ae RURAL ond give nearest town} : 
ge ee Perry Point 4mos Bethesda LG vawe 
iS “3 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
=a OR INSTITUTION ON A FARM? 
ass. eterans Administration Hospital 7@L5 Exeter Road ves [] No 
2 £6 3. NAME OF First Middle lost 4 DATE Month Day Year 
= Br DECEASED . A 
& 23 {Type oF print) Melvin tT. Love Beara 219 59 
= ~o 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
x 4 6 ie write Months] Days | Hours | Min. 
pees Male White WIDOWED ff] pivorceo[} | 2-19-95 * 
2 e8_ 10a. USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY |11. 8IRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
ye}? 8 83 during most of working life, even if retired) 
$ Rs Doorman Hotel Baltimore, Md. U.S.A. 
f 2 a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 58 rs 
8 eek Albert K. Love Nora Tippett 
© 29 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
3 a E iz [¥es, 0, oF unknown), (iF yes, a ‘wor or T of service} S Ma 
oa ‘ 
eat gS es | 10 0104 Hospital Records, VAH, Perry Point, Mi. 
3 ie = 1B. CAUSE OF DEATH ao = ‘one couse per line for (0), (b), ond {c}-] INTERVAL BETWEEN 
be chee PART |, DEATH was caus BY Bronchopneumonia, bilateral ,unresolved SHo° BM dys. 
2) Sp ons P 
5 FF 2 203% DUE TO 
> 
= fe > Conditions, if ony, which e) Plasma Cell Myeloma Unknown 
é BEo gove rise to immediote 
eee eS couse {0}, stoting the under- ( DUE TO 
g e +3 lying couse lost. © 
245 oo mgicebsattan| 
4 23 5 A a Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19-. TERRE ne HE 
SS2so = 
eases < Arteriosclerosis, generalized, severe YES cok no] 
ie 25 2 5 © 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 
256 ae im OR CONTRIBUTING [1] CAUSE OF DEATH 
ag 8 £° © [{IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sa: 35 3 [2c TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County} (Stote} 
> 33 a Hour o.m. While Not while foctory, street, office bldg., etc.) | 
mm PE = p.m. 19 Jot work [] ot work ' 
os ,bs 
z zs 2d 2; ay certify that Dokateinee weed ice aed fram, ys baa alts ie 59, to_6=-20~59 es 9___ ARE PERSP Re eR 
Goiee 
32a % 3 and that death cial ath :30P_M, fram the causes and an the date stated above. 
fa =6 Bo a7 7 ADDRESS (Street, city or town, stote} DATE SIGNED 
<a. ACTUAL A, 
s £5 / SIGNATURI CLs tlh <9 
aa 
Zeus PHYSICIAN'S 
< ea? i NAME (Type) J. L. GAREY 
cy a i# 
& 83 3. s, 220. Bie eer oN "Ds DAJE THEREOF A? NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Stote) 
Po) = CREMOVAL) specify 
ae o Avlington National Ft. Myers, Va. 
ee 24b. REGISTRAR'S SIGNATURE 


Onthun £ Massa 


gs 


23. Fi UDIRECTOR'S SGI ADDRESS 24a. REC'D BY REGISTRAR 
ANS (4) regi } ) He ‘59 
9/58 Pencdinart pare_JUN 30'S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 bah 
6665 CERTIFICATE OF DEATH HO669 


f Reg. Dist. No. 
pes 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Residence befare admission) 
°. 4 °. b. COUNTY 
(ii) Cecil MARYLAND Md stat 


\ b. CITY OR TOWN (If outside corporote limils, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) / ; 
Elicton Life ‘ harlesto. 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


if yes [J NO QJ 


3. NAME OF First Middle lost 4. pare Month Day Yeor 


onal 


‘uneral director, 


DECEASED 
(Type or print) X lay a Vv. Wioorg gel WURG 19.57 


§, SEX 6, COLOR OR RACE |7. MARRIED [If NEVER MARRIED [-] | 8. DATE OF BIRTH [ AGE {tn eon IF UNDER # YEAR] IF UNDER 24 HRS, 
. aw a Doys cae? Min. 
Male White |woowed pworceo [April 30,1906 53m. ene | 


10a. USUAL OCCUPATION {Give kind of work done 10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
P 1 Operator Maryland S.A: 


Filled in by’ 


ges 1 ond 2 shauld be filed with 


é. 


Then please remave carbon papers. 


aper Mil 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Rudolph Moore Emily Anderson 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 17, INFORMANT Address 
(fe, 00. oF unknown) IF yes, give wor or dotes of service) + , 
No 213-03-9051Mrs,. Eliz ; own 


18. CAUSE OF DEATH [Enter only one coure per line for (0), (6). ond (c).) INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: Pe a 
IMMEDIATE CAUSE (o] 


“ho DUE TO 


f 


Conditions, if any, which 1 
gave rise to immediote 

cose (0), stoling the under. ( OUETO 
lying couse fost. tc 


Part It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}|19. Ksbe AUTOPSY 


ERFORMED? 
yes [NO 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Hl of item 18.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} os 
Ean EIGN Ga 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bidg., atc.) ! 
p.m. 19 lot work [F} ot work 


21. | certify that | attended the deceased fram.__.. -? to Ne aed =. V93 that | last saw the deceased 


alive on ot LA WX, and that death accu Os 2M, fram the causes and an the date stated abave. 
( ) 'ADORESS (Street, city or town, stote) DATE SIGNED 


i. 
Sit Sosead) YC woe Ka Mo Is 
Name (ves MLlford He Sprecher 
20. BURIAL, CREMATION, | Zp. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (Stetey 
ie (Speci) th . . 1. ¥ 
LPL a, / Elkton Ceneter Elkton, Maryland 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ee PIPPIN FUNERAL HOME Say De td, loneJUL 6 59 | Cather £ Honus 


ing physician. 
icate has been signed by the attending physician ond compl, 


s the burial-transit permit. 


MEDICAL CERTIFICATION 


‘OR: After 
letoched for 


& 


the registrar priar ta burial, cremotian, ar remaval, and in ony event within Re after death. 


may be retoined by the hospital or attendi 


page 3 shau! 
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TO FUNERAL D' 


1 t LAND, TATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i 
a MAEDICAL E EXAMINER’S CERTIFICATE OF DEATH 06670 


Hy 2 S66! Reg. Dist. No. 

£8 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2% eee Gee. it maryiann || % STATE Maryland > °OUNTY Ceca 

: % a cy ‘OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
= Elkton DOA » Charlestown 


‘* 


y d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) ¢. STREET ADDRESS: « SS DEG 
BNGON Hospital id ves [] NO 


= 
3 3. Hane OF ‘ Fint sheets Lost 4 ye Month Doy Yeor 
> (Type or print) George Bhory Norman DEATH June 9 1999 
e3 5. SEX 6. COLOR OR RACE |7- MARRIED [1] NEVER MARBIED ((]| 8. DATE OF BIRTH 3 Abita ser JFUNDER 1YEAR| IF UNDER 24 HRS. 
oo Male White widowed] _oivorceo FX) Feb 16 1904 38 vie [etae) hear ees el 
Sao: 10g, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
Baoan during most of working life, even if retired) 
Bese Boat Carpenter Boat Builder Maryland USA 
4 a pe 13. FATHER'S NAME “a MOTHER'S MAIDEN NAME 
Beuh Charles B,Norman Bertha M,Galloway ; 
= .. & 2 15. WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
aa ow Tes, n0, of unknown) {If yes, give wor or dotes of service) 
£e°e No Mrs.Idella G, Jones,Charlestayn,Md. 
Z°8 ¢ 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL sETweeN 
pate Th 4 a ; 
gr ek ah ‘ OEATAMEDIATE: CAUSE fo} Coronary occulsion 15 min, 
bs ¢ / 

e223 g IDK DUE TO 
gies Conditions, if ony, which Slight cut on left forearm 

ane gove rise to immediote cove 
2 5 55 {o), stating the underlying, DUE TO 
2 aoe couse lot, = (eh 
s na 8 8 Fa PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fap] 19. Bias ricky Natit! 

Pt 8 oni aire a 
2 Bo oF 3 YES iq no] 
Fe & 200. EXTERNAL CAUSE WAS 20b. OESCRIBI INJUR RRED. injury i i . 
er A ee DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Ep G2 oy Feats Uda Car hit a concrete abutment 
- 3 [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED. |20e. PLACE OF INJURY (Home, form, 120. (City oF town) (County) {Stote) 
Swe. 8 hee oc. White Not while aoeery: sai eben Pam, a) f 
Zin. $1 9045 pm 6=9 959 lotwou C] otwork €ICharlestomn Et 267  Charlestown,Cecil Md 

& 

gf28 21. U certify that | took chorge of the remains described obove, held on Autopsy [], Inspection [3 Inquiry KI. ond find that 
er deoth wees: Noturol causes [], Accident KJ, Suicide [], Homicide [1], Undetermined couse []. 

6 
Soe5 
a ACTUAL / DATE SIGNED 
2: pe SIGNATURE.* _p, CHIEF MEDICAL EXAMINER [7] 
~ oeee ASSISTANT MEDICAL EXAMINER [[] 

EXAMI 

pegee NAME (hye) __ReC.Dodson _M,D DEPUTY MEDICAL EXAMINER [2h June 10, 1959 
a: é > 4 Te. RRA enon 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 

oe i) Peed 
erro areal 653-1959 Charlestown Charlestown Ceci ‘0 Md 


Y raNaty ADDRESS ‘24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S ‘URI 
petty. 34 Se df: North Bast, Maryland pare JUN 12 ev) CET Sve 


5M 9/55, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 van 
Jtem 9 FilmG244 6-25-59 ef 667] 
6668 CERTIFICATE OF DEATH nde: 
2. USUAL RESIDENCE {Where deceosed lived. If institution, Residence before admission) 
a. STATE 12 b. COUNTY Ez CY, ign 


¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) 


lan } R_ El yroy 
d. NAME OF HOSPITAL {If not in hospital, give street address) ,d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION Lv a i 9, ON A FARM? 
Lo 4 Wa 4 ian? a ves C1 No [a 


wed 


\ 1, PLACE OF DEATH 


ee y +f MARYLAND 


b. CITY OR TOWN {if outside carporate limits, write jc. LENGTH OF STAY IN 1b. 


“PL IRS 


uneral directar, 


should be fil 


@ 


5S 
Ee 
£6 3. NAME OF First Midgl Lost 
3- DECEASED | NY ome N rm ; ey Doy Year 
a {ype or pret ee ee RAY ME s: QB 19 SF 
¢ S. SEX 6. COLOR OR RACE | 7. MARR) ED Jay NEVER MARRIED B. DATE OF BIRTH *, fey eon If UNDER | YEAR| IF UNDER 24 HRSI 
uyppdoy! Min. 
: yw widowep [] Divorced] |< viy /¢,/ Lal . 


Va. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


< during most of working life, even if retired) iy ia eee 

3 BUS Jefe At -aNMe os iD USA 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

F UcHageu KYRILLA MAR A. SPT ae 


y 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 117. INFORMANT Address 
(Yas, no. gr unknown) Ut yes, give wor or dates of service} 0 i 
Ys =a GODERZ 4+ LANE NMAC hy MG 
, 


“ 18. CAUSE OF DEATH [Enter ‘anly one cause per line/for (0), (b). and {e).] INTERVAL BETWEEN 
fo 


PART I. DEATH WAS CAUSED BY: 4 
IMMEDIATE CAUSE (a! 


ONSET. AND DEATH 


Then please’ remave carban papers 


jificate has been signed by the attending physician and campl 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


im 
ss 
o 
= 
re 
H . DUE TO -> 
ei Conditions, if any, which 0) 
Eo gove rise to immediote 
gs cotse (0), stoting the under. ( DUETO 
ef 20 tying cause lost. (9). 
2e5 % 5 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}|19. WAS AUTOPSY 
£333 5 eS ON 
ocesé = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Vor Part li of item 18.) 
He 5 |OR CONTRIBUTING C] CAUSE OF DEATH 
gees G J (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Syme & [20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
i 3 8 Hour 0. m. While Not white foctory, street, office bldg., etc.) | 
see = p.m. 19 lat work [J ot work [J H 
ayee ; 
ee 21.1 certify that | attended the deceased from___. Pale to. -, 19.___.,that | last saw the deceased 
£228 12 a , 
ey % a alive an. 0 LF. , 12 ial and that death occurred at_4./Z3/M, from the causes and an the date stated abave, 
=O385 J) f m4 4 ; ¥ Bed (Street, city or town, stote) _ DATE SIGNED 
+ < ACTUAL wx. ~~ Lp yn es 
3 SIGNATUR 242 WD, ctor MI Mee ee _F 
ees > ms — 
22 2 PHYSICIAN'S. ee " -] es i Jo f 
ogee y NAME (Type)_/”_& OC DSAVRAK Ad Leh Wa a “a 
s2 Mey Ma. burt Gg Zab. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City. town, or county) (Store) 
edo speci . 
Egat is a IGYSS: (Ac biAGe Clycey yay ~ Wr, 2eAtrin S| 
- 


23. FUNERAL DIRECTOR'S SIGNATUR r, ADDRESS ELA T A4, | do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ey * »PIN FUN E RAL 1 phd oh, Jer. Nol pare YUN 1 6 '59 Citten § Fes 


ssary, please exe- 
Page 4 shauld be 


* 


ith the registrar prior ta burial, cr 


funeral 
your fi 


ltem 18. Give Pages 1, 2, ond 3 tag 


lominer’s Office alang with form PM3. Page 5 may be retain: 


> 
3 
> 
F 
5 
= 
5 
3 
3 
3 
i) 
es 
5 
8 
2 
= 
aS 
i= 
= 
z 
5] 
2 
> 
8 
x 
é 
° 
a] 
cf 
> 
g 
= 
3 
‘2 
8 
te 


€ 


cute the 1. ‘e writing th: 
ad 3 


TO FUNERAL 
or removal. 


Chief Medi 
CTOR: Page 


TO DEPUTY MEDICAL EXAMINER: This certi 
forwarded 


VS. AISME(5) 
5M 9/55 


“auld be used as a burial-transit permit. File oe 


i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 "0672 
6684 MEDICAL EXAMINER’S CERTIFICATE OF DEATH a, 


1 ROUEN ee 2, USUAL RESIDENCE {Where deceased lived. If Inslitution: Residence before admission) 
oe 


CECIL MARYLAND ©. STATE Maryland b, COUNTY eci 


b. CITY ary OR TOWN, tn ‘outside corporate limits, write RURAL c. LENGTH OF STAY IN Tb. | ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
‘ond give neces! town} 


Perr Point Ma. 4hrs.15minubs Perryville 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d_ STREET ADDRESS e. ee canis 


Veterans Administration Hospital Aiken Avenue ves] NOC 


First Middle Last 4. DATE Month Doy Year 


‘Uype or print WILLIAM LEYBURN PERRY bam June ik 19 59 


5. SEX $. COLOR OR RACE |7. MARRIEDIE] NEVER MARRIED ("]] 8. DATE OF BIRTH 9% pater IF UNDER \YEAR! IF UNDER 24 HRS. 
White _|woomot) _onorceoO Puly 12, 1909 lt: sll a 


me ete S OectaTGH {Give bind of work done] 106. KIND OF BUSINESS OR INDUSTRY | 1. ne (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oe most of sorting lite, even if retired) 


Carpenter General repairs North Carolina USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
REDDEN PERRY VICGLA GAy 


15. WAS DECEASED EVER IN U.S. ARMED et 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
(Yes, no, of unknown] OF yes, give wor oF dotes of servi 


Yes WW-II 28-18-1991. | Hospital Records, VA Hospital,Perry Point ,M. 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c).] EA nena, 


_, A OMTMEDIATE CAUSE fo) Cerebral Hemmrhage, intraventricular right 6 hours 


{xX 


Condilions, if ony, which ension 
gove rise to immediote couse 
(0), stoling the underlying 
couse lost. —— 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. WAS AUTOPSY 
Yes f] Nol} 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nol if injury in Port | or Port I! of item 18.) 
PRIMARY C] or CONTRIBUTING Coe ae pee bey: 
‘CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) ium) ea 
Hour 9. m. While Not while foctory, sIreet, office bldg., etc.) | 
p.m, Ww ot work [] ot work [7] c 


21. I certify that | took charge of the remains described above, held an Autopsy [3f Inspection fx}, Inquiry [X], and find that 
death resultéd Rom: . Naturgl causes ecient C1, Suicide, Homicide [, vidorermined « cause [7]. 


MEDICAL CERTIFICATION 


CHIEF MEDICAL EXAMINER [7] bah Beatie 


ASSISTANT MEDICAL EXAMINER [7] 


Roe R16, nba, > MD. DEPUTY MEDICAL EXAMINER Eq 6-7=59 


220. BURIAL, CREMATION, |22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stole) 
REMYAT Specify) Principio F eres Ma 
i effova 6-8-59 rincipio Furnace rincipio, . 


M.D. 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


paTevlN 1 0°59 Cbug 2 Mia 


ssary, please exe- 
Page 4 shauld be 


is muece: 
@ 


trar priar to burial, crematian, 


(6) 
ey ee 
Ugss 
re Sp 
Gay f 


* 
yy 


ith farm PM3. Page 5 may be retain 


and 3 ta 
‘ansit permit, File pages } and 2 wii 


"* in pencil in Item 18. Give Pages 1, 2, 


aminer’s Office aton 


rd ‘pending’ 
sould be used as a burial 


writing thames 
Chief i 
CTOR: Page 3's 


* 


cute the centiScate, 
TO FUNERAL 
ar remaval, 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 
farwarded 


VS. AISME(S) 
5M 9755 


a Ce 


MARYLAND STATE DEPARTMENT OF HEALTH--BALTIMORE, 18 aL G7 3 
6685 MEDICAL EXAMINER'S CERTIFICATE OF DEATH eae 


2. USUAL RESIDENCE (Where deceased lived. If Inlilofion: Residence before odmitsion) 
state Maryland b.county Cecil 


¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


X North East 


= 


1, PLACE OF DEATH 
a, COUNTY 


Cecil MARYLAND 


b. CIy'S OR TOWN. Ral gees corperote limitt, write RURAL ¢, LENGTH OF STAY IN Tb 
& days 


Z d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS e DRE PA RRap, 
= Veterans Administration Hospital Rural Delivery yes) Nott] 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 
‘DECEASED iF 
{Type or print) Drenerd A. Reynolds | bam dune 7 19 59 


IFUNDER 1YEAR| IF UNDER 24 HRS. 
Min. 


5. SEX 6. COLOR OR RACE |7. MARRIED [3% NEVER MARRIED [_]} 8. DATE OF BIRTH %. bpd Hn 
Male White wiboweo[] — ovorceo] | 7—2—25 33 yn. 
300; USUAL OCCUPATION (Give kind of work dona] 10b. KIND OF BUSINESS OR INDUSTRY |]. BIRTHPLACE (State or Foreign courte) 
during mest of working life, even if relired) 
Agent Insurance Perryville, Md, 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Drenerd Reynolds Bertha Heverin 
15, WAS DECEASED EVER IN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
{Yes, no, oF unknown) [Mt yes, give wor or dates of service) 
e WO Hiot_ ascertainable Hosp.Records, VA Hospital, Perry Point, M. 


18. CAUSE OF DEATH [Enier only one couse per fine for (a), (b), and (c). j ages BETWEEN, 
PART | OEATE WeOlatecaust fq) _ Billiary Peritonitis traumatic liver due 
5 oveto to rupture of conmon duct ays 

Conditions, if any, which 0 

Qove rite to immediate couse 

{a}, stoting the underlying( OVE TO 

couse last. {fe 
ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I{a)/ 19. Rector 
5 ves[ Not) 
© ] 200. EXTERNAL CAUSE WAS [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part lor Port Il of item 18.) 
= ed Pe or NS {e| f ,; 
Y, |Eemeccen Automobile hit a tree 
§ ]20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY Honme, form, { 20. (Cty town] (County) {Stote) 
8 Hour 9, m. Whil Nol whit ory, sireel, office ete. 
: ee so 1 solitary Neate] pay ‘North East, Cecil, Mi. 


21. i certify that | took charge of the remains described above, held an Autopsy [3X], Inspection [3 Inquiry PY, and find that 
death resu rom:, Natyral causes LD, Accident Gy, Suicide [], Homicide [Undetermined couse [7]. 


(A ¢ Wie 
ACTUAL DATE SIGNED 
settimn VLAUSCWALEU 4 CHIEF MEDICAL EXAMINER [_] 


ASSISTANT MEDICAL EXAMINER [] 


Nanette Re C. DOS, M.D. DEPUTY MEDICAL EXAMINER KX] 6-7-59 
20. HROVAT ein 22. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, of county) {Stote) 
67-59 Monova North East Cemetery North East, Md. 


73. FUNERAL DIRECTORS SIGNATWAE DDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Sose Y W Peo) Werth eeoh Yd 
Cen ' DATE & Kasra 
Epa ee ee ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


tel 


06674 


_* 6686 CERTIFICATE OF DEATH RM 
be 3 1 A ee 2. vat Beeigece (Where deceased lived. If institution: Residence before odmission) 
io] a a 
2 53 Ceeil MARYLAND Maryland b COUNTY Cecil 
ie rv 3 b. CITY OR TOWN iif ovhide ao limits, write] ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 ‘ond gixe neorest to 
3 52 ort Deposit Life \X Port Deposit 
£ 3 d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
£4 OR INSTITUTION / ON A FARM? 
Po aS A yes] NoX) 
¢ 
2 £6 3. NAME OF First Middle lost 4. DATE Month Day Year 
x 3- DECEASED | OF 
& 43 (Type or print Mary A. Stewart DEATH June 7), @ i9tee 
= & 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


a 


Then please remove carban papers. 


the registrar prior ta burial, cremation, or remaval, and in ony event within 72 hours 


Min. 


‘7 A ~/F73- ee a 


11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Female Colored |woows  olvorceonQ 
Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


< dyci ipaife, even if roti s 
3) =) | HOUBe wine er ttn Maryland U.S.A. 
¥ 13, FATHER’S NAME * 14. MOTHER'S MAIDEN NAME 
r George Black Hannah Brown 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16, SOCIAL SECURITY NO. INFORMANT Address 


bia unknown} | UIt yes, give wor or dates of service) 


None Horace A. Stgwart Port Deposit, md. 
18. CAUSE OF DEATH [Enter only one couse per line foy (0), (b), ond (c)-] yh 

mn vommmsniel, Bo Cond 2 LOG. 
YUL OK DUE TO ? 
f ‘ fe 
Conditions, if ony, which Ve es oe i he ors) Jas 322 Los ars |. zee 


gove rise to immediote 
couse (0), stoting the under- ( OUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Wes 


lying couse lost. (¢) 

Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o) |19. MRE GER EDR 
¥ ee a 
xf yes] No 


20a, ACCIDENT WAS UNDERLYING F) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
p.m. ot work [[] ot work 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 


ICIAN: The law requires that the deoth certificate be executed 


ending physician. 


De. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote} 


foctory. street, office bldg., etc.) ' 


MEDICAL CERTIFICATION 


m 


.. 19:3-Mthat | lost saw the deceased 
_-M, fram the causes and an the date stated abave. 


DORESE (Street, city or town, stofe] DAJE SIGNED 
te is ee y Le OVE 3: Lmao? & (es 


TOR: After th@rtificate hos been signed by the attending physician and campl 


page 3 shauld be detached for use os the burial-transit permit. 


TENDING PI 
ry the hospita; 


me 


z maacans Dr. GH. Ric CS ew 460 ee ol BV a eee” - 
& CREMATION, ‘2b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar county) {Stote) 

2 ret” | 6-10-1959 | Cokesbury Cemetery Port Deposit, md. Rural 
2 DR ADDRESS ‘2da. REC'D BY REGISTRAR ‘2db. REGISTRAR'S SIGNATURE 

Ws A150 quay Perryville, md. | Wun 10°59 OMG Thee 


oa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06 6 0 5 
(mi) 6687 CERTIFICATE OF DEATH : 


SS Reg. Dist. No. 

pee 

Cy 3. = 1. PLACE OF DEATH 2. roar RESIDENCE (Where deceased lived. If institution: Residence before admission) 

& £3 COeyy marytann || STATE MD, ».couny Cecil 

£ Be b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

3 328 URAL ond give neorest town} 

ed oLora 90 yre x Colpra 

Be 2 ‘d. NAME OF HOSPITAL (If not in hospital, give street address) ‘d. STREET ADDRESS © 13 RESIDENCE 
hed ¥ OR INSTITUTION: ON F: 

bodas, ves Noe) 

a Ee 5 3. NAME OF Fint Middle Lost 4. DATE Month Ooy Yeor 

= as = 

& 23 (ype or print) Mart an Haviland Tatum drmH =Fune 26 1959 

= 2 IF UNDER 1 YEAR] IF UNDER 24 HFS. 


5. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE In years 
irthaoy] : 
Fena. White |wiooweo & pivorceo [] Feb.4,1869 sie) i Min. 


100. USUAL OCCUPATION (Give kind af work dane} 10b. KIND OF BUSINESS OR ie. | ip BIRTHPLACE (Stote or foreign country) 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


during most of working life, even if retired) G 
Housewife. Retired” onn, 


13, FATHER’S NAME i, MOTHER" ‘S MAIDEN NAME 


Merritt M, Haviland Lydia M, Haviland 


aaa baila bist tps gee 16. SOCIAL SECURITY NO. |17. INFORMANT Address q 
Ro. None Mrs. ris fd Balderston  Colora,Ma. 


18, CAUSE OF DEATH [Enter only one couse per line fos-{a), {b}, ond (c) INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ra y 0L0 ONSEF ANOS 
: ( EQ/74L SYGk < oO 


Then please remave carbon papers, 


the registrar prior to burial, cremation, or removal, and in any event within 72 hours offer di 


if IMMEDIATE CAUSE (o] 9 Gil OE - 
42291 DUE TO 2 a vi 

doa en 2 2 

‘on meee ony, ite o) MEI (p L— 4 
gove rise to immediol 

; DUE TO ; - 
cause (a), stating the under , (f , 
lying couse lost. ey ~f LAL 2 d\ y 2 Nee a 9 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. Rear 


yes] no (] 
20a. ACCIDENT WAS. S-UNDERLYING. C)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 


OR CONTRIBUTING ( CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY “Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, ay, 1 20F. (City oF town) {County) (tote) 
Hour 9. #1, While __ Not while foctory, street, office bldg., etc. 
p.m. lat work [-] ot work oh HA 


21. I certify tne eee x seceored from__é nl Lc 2., V2T Oe. Ke hE" 9 1907 Khot 1 last saw the deceased 
olive on__ th occurred at & L555 x, from the couses dnd on the date stoted above. 


/ ADDRESS (Street, sity of town, state) , VATE SIGNED 


ificate has been signed by the attending physician and comp! 


tending physician. 


MEDICAL CERTIFICATION 


Who: Seen Of daar Ge 


: SOA | 4 
Barred 2 é/po/tosq | Woodside Cem. Brinklow Ma. 
7 RE é ADORESS 24a. REC'D BY REGISTRAR 2db. REGISTRAR'S SIGNATURE 
Gays nines 77 Z fre. Rising Cntlan § Finn 


a 


page 3 should be detached for use os the buriol-tronsit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires thot the death certificate be executed 


TO HOSPITAL OR ATTENDING PHYSICIAN 


D STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 066 ™ 6 
6669 CERTIFICATE OF DEATH sienna. 


VS aes (ld EZ yeu ee (Where deceased lived. If institution: Residence before admission) 


o. JUNT" 
3 Sn a5 ay b. COUNTY ae 
b. CITY OR TOWN (If ates corporate limits, write | ¢, LENGTH OF STAY IN Ib <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


RURAI aie eres towa) 7 ay 
ne yea Elkton 


d. NAME OF HOSPITAL (If not in hospital, give street Lara ) d. STREET ADDRESS: ©. 1S RESIDENCE 
OR INSTITUTION . ON A FARM? 


513 North 8treet 13 North Street yes (] Noi] 


|. NAME OF i Middle . Day Yeor 


DECEASED : 4 OF . 
(Type or print) > 6 19 
. j 9. AGEMIb yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost Righdoy) [Months] Days | Hours Min. 
Ol yes. 
10a. USUAL OCCUPATION (Give kind of work =" KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


oe . 


ge 4 


‘unerol director, 


es 1 and 2 should be filed with 


Hed in x 


+ 
wag 


-transit permit. Then please remave carbon popers. 


At_Home 
I 13, FATHER'S NAME 


William G f 


es Pain ps Laem 16. SOCIAL SECURITY NO. |17. INFORMANT 26nE Main _st 
Ve Nest Margaret P. Biddle ieton aed 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond a] ® INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: aero” eeu 
IMMEDIATE CAUSE (0! 


DUE TO 


that the death certificate be executed within 24 haurs after death: Po: 


Conditions, if ony, which wo 
gove rise to immediote 

cotte (o}, stoting the under. ( OUETO 
lying couse lost. (). 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]| 19. Wee aoe, 
yes] No 


20a, ACCIDENT WAS UNDERLYING [1] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town} (County) {Stote) 
Hour 0. m, While Not while foctory, street, office bldg., etc.) 
Pom. 9 fot work [] ot work [] ‘ 


21. 1 certify thot | attended the deceased from e@hecs ane, BY! to See LS VG, that ( last saw the deceased 


alive an Ment “YW ks 289, and that death accurred at_f , -M, fram the causes and an the date stated abave, 
Q DDRESS (Street, city or town, stote) DATE SIGNED 


eutieSefad RA bse. ok Ma te Noh 


ires 


The low requ 


ital oz attending physician. 


: After thi 
jetached far u 


tificate has been signed by the attending physician ond comp! 


s the burial: 
MEDICAL CERTIFICATION 


TOR: 


baa! 


page 3 shauld 


PHYSICIAN'S 
NAME Biwi. 


[220. BURIAL, CREMATION, |Z BURIAL, CREMATION, 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specify) le Ma 
rial ine Elkton Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ec Ez r~9 7 2a. y BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Pippin Funeral Home, im dy 2 ol. \ one MUN 3:0 '59 CrAtan £ Fiaua 


= 
rs 
S 
: 
Hs 
> 
= 
oO 
s 
acd 
2 
5 
3 
: 
8 
E 
i 
5 
3 
& 
Lo 
€ 
2 
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3 
= 
a 
2 
3 
5 
@ 
ie 
e 
oe 


may be retoingd by the haspi 
TO FUNERAL D} 


2 
2 
Bs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 % 3 
6670 CERTIFICATE OF DEATH N6607 


ae Reg. Dist. No. 
2 'g if bree tee ts perce (Where deceased lived. If institution: Residence before odmission) 
2 12h3 oe b. COUNT! 
3 Cecil eee eaaias Maryland Woo il 
3 - b. CITY OR TOWN (If outside corporote timits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (|If outside corporote limits, write RURAL ond give nearest town) 
3 2 nas RURAL ond give neorest town) ag 
23 i Elkton Life jf Elkton 
a . d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
~ - OR INSTITUTION # / oe " ON A FARM? 
fo Union Hospital 403 North Street ves [] No (J 
cS Fy Ey NAME ¢ oF First Midd APMK ES S Clb 4. DATE Month Doy Yeor 
=3 (Type or print) Vav RY EB VUarv <G Sd DEATH Wa Q (a 1 


6. COLOR OR RACE |7. MARRIED [3] NEVER MARRIED. oO 8. DATE OF BIRTH 9. AGE {In yeors iF UNDER 1 YEAR) 1F UNDER 24 HR! 
i . as te) eed Doys Min. 
E ite wibowen C) ovorceoO] | April 26, 1900 iE yn. 
10a. USUAL OCCUPATION (f ‘ind of work done] hig KIND. apse OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
. e 


during most of working life, even if retired) + 
pente Maintemance Maryland Joe 


* 


Then pleose remove corbon popers. 


the registrar prior to burial, cremotion, or removal, and in any event within 72 hours ofter deot) 


13. FATHER'S NAME, 14. MOTHER'S MAIDEN NAME 
William Warmkessel Mollie Davis 
% WAS pee aA U.S. Kites 4 bs tk 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
4, NO, OF unknown) ye, give wor or dates, i i : 
Mo 21-01-8420 | urs, Bessie Warmkessel, Elkton, Md. 


INTERVAL BETWEEN 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (€)-) INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o! 


QUE TO 


Conditions, if any, which by errh o& ante ues Ors F 


gove tise to immediote 
cote (0), stoting the under. ( CUETO 
lying couse lost. ( 


‘ote hos been signed by the ottending physicion and comp! 


« 
2b 
c = 
See 
B36 = Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTORSY 
Ros — 
aed s yes] no] 
Lr © [200. ACCIDENT WAS UNDERLYING C]__ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
= & | OR CONTRIBUTING LC] CAUSE OF DEATH 
B22 & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
roe & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) {County} {(Stote) 
a 6 Hour a. m. While Not while foctoty, street, office bidg., etc.) ! 
EAD ted = p.m, 19 jot work ([] ot work [] H > 
2.5 >. : 
S25 21. | certify that | attended the deceas from... .a-a-a-nnr 1 SS, fg = = 19. ithat | last saw the deceased 
£i2 . Y i 
eg 8 alive on \aw i LT 3 es peu and that death accurred at =f “ep__M, from the causes and an the date stated abave, 
= S53 ; ADORESS (Street, city of flown, stote) DATE SIGNED 
2 
9 
oY 
e 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs after death: Page 4 


ACTUAL 7 \ , 
r 3 SIGNATUR {gg ee Be Abate. «bus ~.- Ae LAY aS * 
A ‘ { 
‘°o = 3 / PHYSICIAN'S 
eae NAME (Type) —— a 
Bg° 0. BURIAL, CREMATION, | 22. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Store) 
58 REMOVAL (Specify) e oD 3 Elkt Ma 
Bok iria 17/5 Elkton Cemetery Elkton e 
. ‘ ] see Ma 2éa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
4 SK E \ : : 
ae pided/ = ikvon, “We. omedUN 22°59 | Cuuther S Kaun 


ssory, pleose e: 
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File poges 1 and 


y" in pencil in Item 18. Give Poges 1, 2, and 3 to 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3 
6688 MEDICAL EXAMINER'S CERTIFICATE OF DEATH N66 28 


Reg. Dist. No 
ts CORA DEATH 2, USUAL RESIDENCE (Where deceazed lived. If institution: Residence before admission) 
a. 


ecil MARYLAND @. STATE Ma b. COUNTY Cecil 


b. CITY OR aa als) ‘ouhide corporate limin, write RURAL ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 
give nearest 


KTON RD ) 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS °. Ce 
yes] nowy 
3. NAME OF i : ; 
eas DA Month Doy Year 


(ype or print) 0] AM 4 19 5O 


COLOR OR RACE |?- MARRIED [$*NEVER MARRIED (7]| 8. DATE OF BIRTH 9. AGE da yon {IFUNDERTYEARL IF UNDER 24 HRS. 
th Min. 
Cc winowen[] _oworceto ET] | 11—23~ 1902 56. ciel sail a Ted i 


por USUAL OCCUPATION foie kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of Beare lite, even if retired) 
and farm 2 U.S.A 


13. FATHER'S eRe ; 14, MOTHER'S MAIDEN NAME 


George Williams raat aes 
15, WAS DECEASED EVER IN U: . ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
He | 213-93-1117 Mrs. George Williams Elkton, R.D.2 Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (o}, (b). ond {c}.) INTERVAL BETWEEN 
rant Dean was cwusspe., _Agute CoronaryOCCLUSION 


4y 1,/ DUE TO 
Conditions, if any, which i. 
Gove rise to immediote couse 
{o), ttoting the underlying(y DUE TO 
couse losl. (c} 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fo} 19. ae eas 
Bie DE A De RFORMED? 
yest] noth 


‘200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of Injury in Port | or Port Il of item 18.) 
PRIMARY {] or CONTRIBUTING 1) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, rae {City or town) (County) {Slote} 
Hour 9. m. While Not while foctory, street, office bldg., ete.) 
pm. 9 ot work [J ot work (J H 


21. I certify that | took chorge of the remains described above, held an Autopsy [_], Inspection (3, Inquiry [3X ond find thot 
deoth resulted from: Natural couses [3 Accident [], Suicide [], Homicide [], Undetermined couse []. 


MEDICAL CERTIFICATION, 


ip, CHIEF MEDICAL EXAMINER (] DATE SIGNED 


ASSISTANT MEDICAL EXAMINER oO 


NAME yee) R.C.Dodson DEPUTY MEDICAL EXAMINEREL] 6-25-59 


No. “Goma ‘2b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 
Rem a se 59 BohemiaManorCem. Bohemia Manor,M d. 


23. FUNE} 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


a 


Bahin 24 ony deaths Poge4 
y filled in by the funeral director, 
Poges 1 ond 2 shauld be filed with 


e 


far use os the buriol: 
the registrar prior to burial, cremotian, or removal, ond in ony event within 7 
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TENDING P! 
y the hospito; 


_ 
: 
page 3 should be detach 


TO HOSPITAL 
moy be retc 
TO FUNERAL Di 


after death. 


SS . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6689 CERTIFICATE OF DEATH 06679 


Reg. Dist. No. 96 


hus kegel accel a. peer Seed (Where deceased lived. If institution: Residence before admission) 
o. 9°. b. COUNTY 
MARYLAND Maryland Harford 
b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) ¥ 
RURAL ond give nearest town) ke yo bic 
Point 12 days Aberdeen / 3/. A 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION. ‘ON A FARM? 
eterans Administration Hospital 25 N. Philadelphia Boulevard | 0 Not 
a. DECEASED First Middle: Lost 4. > Month Day Year 
(Typescasint) JOHN We WILLIAMS OEATH June 1 1959 
5. SEX 6, COLOR OR RACE |7. MARRIED [Sf NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
“ lost birthdoy) [Months] Days | Hours] Min. 
Male White |wirowenQ _ ivorceo 2-10-92 67 ys. 
10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 
Engine Unknown Pennsylvania USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Williams (Deceased) Sarah Busch (Deceased) 
15. WAS DECEASEDEVER JN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO, INFORMANT Address. 
{Yas, no, of unknown) (IF yes, give wor or dates of service) bs : 
Yes | 220-22-0605| Hospital Records, VAH, Perry Point, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}.] 


PART J. DEATH WAS CAUSED BY: 
WMMEDIATE CAUSE (o} 


x dueto gontents of viscera 


Conditions, if ony, which b Resection large We for 
gove rise to immediote ‘ af st 


couse (o}, stoting the unde-~ CYETO of the rectum (6-12-59) 


lying couse lost. ©. 


INTERVAL BETWEEN 
ONSET AND DEATH 


= arr'll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING :TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN/PART 1(0}]19:;WAS AUTOPSY 
- 

$ YESS No 
= 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por! | or Port Il of item 1B.) 

& | OR CONTRIBUTING {] CAUSE OF DEATH 

© | IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20f. (City or town) (County) {Stote} 
ray Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

ES p.m. 19 lot work [] ot work [J { 


21. | certify thaidl attended the deceased fram__June 3 19.59, ta June 15 __, 195 9anexnma sacra aecacteux 


hoMiNEXOEXK XXX XXXXXXXXKHAKKAXEAFAnd that death accurred at 8 45m, fram the causes and on the date stated“abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


ACTUAL 
SIGNATUR M.D. Vs A 


PHYSICIAN'S 


NAME (Type) rir L, = 


‘Wo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘7c. NAME OF PEMETERY OR CREMATORY 22d. WDCATION (City, town, or coupty) {Stote) 
RPMOVAL Spin) 6 V4 7 * / 
0) Of Le LH. Wal $s (HOME Ksobloturn, Farvara MEO, 
»__ ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


7 ABERDEEN, MARYLAND | ,;/UN 18°59 nthe & 


6680 — CERTIFICATE OF DEATH woo, in. LOGSO 


1 # “MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
wi 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
a. COUNTY STATE 


and that death accurred at__9. om the causes and an the date stated above. 


. ADDRESS (Street, city or town, stote} DATE SIGNED 
pith (7. Lata, PID) cet spital,Perry Point,md.6-2 


LUXKREKEX KEK EX: 


TTENDING PH 
y the haspita 


* 


~ rq 
‘> ae 
s 
é uy MARYLAND % b. COUNTY 7 
, 8! Maryland U 
= Se b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
g s 2 RURAL and give neorest town} 
- 
pa Perry Point, 12 days Pocomoke Fe } 
= i) d. NAME OF HOSPITAL (If naf in haspital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
= oy se OR INSTITUTION ON A FARM? 
g 25 ) Veterans Administration Hospits ves) No 
2 = °o 3. NAME OF First Middle Lost 4, DATE Manth 
= ag. - DECEASED | OF 
sy 2 A (Type oF print) (NMI) WILSON DEATH June 
= $. SEX 6. COLOR OR RACE 7. MARRIED] NEVER MARRIED {QJ | 8. DATE OF BIRTH i, fg noes 
4 
gees wipoweo[} __ovorceo LE] (November 17, 1896, 62 yn. 
2 — ae 16a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 83s during most af working life, even if retired) 
3 Bes Laborer Unknown Unionville, Maryland U.S.Ae 
3 i: 2 5 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
© S86 
8 Ber Levin Wilson Susan Hargis 
= 29 al 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address. 
= ake ies eaves ol (Hf yes. give war or dates oF service) Made 
tay aS Yea | ww 217097293 |Hospital Records, VA Hospital, Perry Point, 
ee yes 
3 = 8= 18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond (c).] INTERVAL BETWEEN 
oD £05 
= FY PART 1, DEATH WAS CAUSED BY: 
e 36: ; Aes Sauseo ev Chronic pyelonephritis ears 
S aS : Ovo DUE TO 
= 
= fer Conditions, if any, which Bilateral. Broncho pneumonia and lung abscess 2 weeks 
a ess : aye 
3 3 gove rise to immediote 
5) ofa cause (a), stating the under: CUok 
& € q z lying couse lost. (¢) 
3 iS 3 a a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. Rta bse 
Beaty g ee a 
But > = ves FE No} 
2a60 Q uy 
2 S 
oe oF § = 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.} 
iS eee & | OR CONTRIBUTING L] CAUSE OF DEATH 
ag = co © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oa 5 G [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20F. (City or town) (County) (State) 
Leo 3 Hour 0. m, he While Not while factory, street, office bldg., etc.) | 
; aa = p.m, lot work [7] ot wark [7] i 
55 ; FA 
a5 21. | certify that] attended the deceased framd UME Ay 19.59) tol _, ID IFAEKKRALKARLIAA RA 
Z32 
SAS 
fal 2 
2se0 
5 
5 
5 
% 
2 
q 
i= 


page 3 shauld be detached far use as the burial-transit permit. 


so 
Ze PHYSICIAN'S 
£23 /|_ISMETes__B. LINN, Me heii Lt ate Bo eet EL OR 
o 8 z ‘72a. BURIAL, CREMATION, | 22b. DATE THEREOF Z2c. NAME OF CEMETERY OR CREMATORY 22d_ LOCATION (City. town, or county} 4 (Stote) 
225 REMOVAL (Specify) : eS e Ms 
fo = olomefé r 
=F 23, FUNERAL DIRECTOR'S SIGMATURE ADDRESS 2ha, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


vre de Grace, Md. 


ener PENNINGTO DARIN 3-0 'S9 


alien ae ah ‘ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ge74 CERTIFICATE OF DEATH nap inn ne, POE 


ad 


st 
23 aa 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution, Residence before odmission) 
So 4 0. COU 5 Cho AT b. COUNTY 
32 ecil MARYLAND laryland Cecil 
ae B. CITY OR TOWN (If autside carporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 
$ o RURAL ond give neorest town) 
2S Elkton eC Le 4! Elkton 
2 ‘d. NAME OF HOSPITAL (If not in hospital, give street oddress) } ‘d. STREET ADDRESS e. 1S RESIDENCE 
bd OR INSTITUTION ; ON A FARM? 
25 Union 120 Booth St yes C1 NO} 
426 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
yA- DECEASED | 4 OF 
2 A (Type or print) Madeline B Young Pew 6 29 1959 
Al 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in yeors IF UNDER 24 HRS. 
a4 7 birthdoy) Doy: | Hours | Min, 
: Female Colored |wioowen fF ovorceo(} | April 4 1882 yrs. 
3 TOa. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Slote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during mast of working life, even if retired) 
5 Laundry worker Maryland USA 
a 13. FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
oo 
8 + a x 
@ Ben jamin Biddle Martha Sewell 
6 5, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
fas, no. OF wn) qe ive or dates of service) ny 
ey bete) sa 221-10-0190 Nora Braywood 120 Booth St Blkton,Mid 
8 
3 18. CAUSE OF DEATH [Enter only one couse per lin INTERVAL BETWEEN 
2s PART I. DEATH WAS CAUSED BY: ie a 
§ IMMEDIATE CAUSE (o] vy ves 
= Beka DUE TO / 


Conditions, if any, which o 
gove rise to immediote{ 1. 10 


cotse (0), stating the under. 


lying cavse lost. © 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) |19. WAS AUTOPSY 
ates yes] Nowy 


200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part f or Port Il of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH = 
{IF EITHER, NOTIFY MEDICAL EXAMINER) Pa 


20c. TIME OF INJURY Manth,- Day, Year | 20d. INJURY OCCURRED. ‘20e. PLACE OF INJURY (Home, form, ; 20f. (City ar town) {Caunty) (State) 
Haur a. m. While Not while foctary, street, office bldg., ete.) + 
p.m, “= 8 Jot work [] ot work [] — H — 4 — 


ADDRESS (Street, city ar town, stote) 
Ta Fae, “ 


tificate has been signed by the ottending physician and came! 


s the burial-transit permit. 


MEDICAL CERTIFICATION 


@ 


OR: After 


detached for 
the registrar prior ta burial, crematian, or removal, and in any event within 72 haurs ofter death. 


DATE SIGNED 


zy, 


‘220. BURIAL, CREMATION, ‘2b. OATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Md. LOCATION (City, town, or county) . (Stote) 
ovat (Specify) 
uUrial ~3-1959 Elkton emetom Blicton i 9 La 
23. FUNERAL DIRECTOR'S SIGNATURE oie BAF Lot ree 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
YEAS. Joseph R.Grant Novth Bast °‘Mary1and vare JUL 6 99 rattan Teena 


M.D. 


Cl 


‘i o Oe , 
NAME thee) Bfaos {7 ffor bow Ftd), 


may be retained by the haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 
page 3 shaula 


TO FUNERAL ?; 


